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A stain on the family tie 


and clothing caused by chrysarobin, when used 
in the treatment of psoriasis and mycotic skin es 
infections, can be largely avoided by using =— 
Anthralin Ointment, which results in markedly 
less staining than chrysarobin. Although Anthralin 
is a stronger reducing agent, it is less toxic than chrys- 
arobin and less likely to produce constitutional 


The annoying discoloration of the skin, linen —— 


reactions such as nephrosis and gastrointestinal upset. 
It also carries less danger of conjunctivitis when used 
in the concentration recommended on the face, neck 
and scalp. Ringworm, fungus lesions, pityriasis rosea, 
alopecia seborrhoeica and certain other dermatoses 
often respond well to either Anthralin Ointment or 
the Anthralin “vanishing” type Cream. Both these val- 
uable products are available through pharmacies in 2-o0z. 
collapsible tubes. The Ointment is supplied in four con- 
centrations: 0.1 percent, 0.25 percent, 0.5 percent, and 
1.0 percent,and the Cream in: 0.1 percent,0.25 percent and 
0.5 percent. ABpoTt LaBoratories, North Chicago, III. 


Anthralin Anthralin 


(Dihvdroxy-anthranol) 
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BRECK 


HAND CLEANER 


(leant without lathering 


phate 


Breck H and Cles*ner 
Breck Hand Cleaner is an industrial preparation which was developed during the war. 
Wartime jobs made it imperative to use a hand cleaner after the day’s work in place 
of harsh cleansing agents. Breck Hand Cleaner removes oil, grease, paint, and printer's 
ink without irritating the skin. Because it does not contain soap, alkali, or abrasive 
materials Breck Hand Cleaner is mild and bland enough to be used on the face and 
During the winter months Breck Hand Cleaner helps prevent the skin from 


arms. 
If you want a thorough hand cleaner which will 


chapping or becoming rough. 
assist you in the control of industrial dermatitis, why not try Breck Hand Cleaner 


JOHN H BRECK INC . MANUFACTURING CHEMISTS ° SPRINGFIELD ; MASSACHUSETTS 
CANADIAN ADDRESS 47 CLARENCE OTTAWA 
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MAPHARSEN, now entering its thirteenth year of 

active clinical use, has assumed a leading role among 

arsenical antisyphilitics. More than 150,000,000 doses 

of MAPHARSEN have been used clinically during the past five years with a minimum 
of reaction and maximum of therapeutic effect. . 


United States Navy records’ consistently show the relatively low toxicity of MAPHARSEN. 
Over the ten-year period, 1935-1944 inclusive, Navy reports indicate one fatality for 
every 167,826 injections of MAPHARSEN. Compare this to the Navy reports on neo- 
arsphenamine for the same period which show one fatality in every 28,463 injections. 


MAPHARSEN + (meta-amino-para-hydroxyphenyl arsine oxide (arsenoxide) hydro- 
chloride) offers another great advantage in that its solution does not become more 
toxic on standing, nor does agitation or exposure to air increase its toxicity. Stokes® 
states that no loss of efficacy or increase in toxicity result when the solution is allowed 
to stand for several hours exposed to the air. Therefore, haste need not be made in 
preparation of the solution for injection. 


1U.S. Nav. M. Bull. 45:783, 1945, and previous 
annual Novy reports. 

2 Stokes, J.H., Beerman, H. and Ingraham, N.R.; 
Modern Clinical Syphilology, ed. 3, Philadel- 
phia, W.B. Saunders Company, 1945, pp. 359, 
300. 
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BASIC CREAMS FOR 


COLD CREAM @ DRY SKIN CREAM @ SKIN GROOM CREAM @ HAND CREAM 


Originated in the laboratory of 
Wright & Lawrence and used for 
many years, these preparations are 
designed especially for sensitive and 
dry skins. Available mildly perfumed 
or entirely unscented for those 


allergic to perfume. 


WRIGHT & LAWRENCE 
PEAU SECHE SALES, INC. 


14 N. Michigan Ave. 
Chicago, Ill. 


COUPON 


WRIGHT & LAWRENCE 
Peau Seche Sales, Inc. 
14 N. Michigan Ave. 
Chicago, Ill. 


Please send me a complimentary set of 


Basic Creams, as checked 


Mildly scented 
Unscented 
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Y-tube permits either in- 
terrupted or continuous 
nebulization of penicillin 


Nasal tipis connected 
with same apparatus 


NEW METHOD 
of Penicillin Inhalation Therapy 


Indicated for Broncho-Pulmonary Infections 


VIDENCE gleaned from recent 
i clinical tests suggests nota- 
ble improvement may be 
expected in selected cases of 
bronchial asthma, chronic bron- 
chitis, bronchiectasis, lung 
abscess, and sinusitis, upon in- 
halation of Penicillin Aerosol. 

The aerosol apparatus illus- 
trated allows rebreathing of the 
nebulized penicillin solution 


Write for our folder describing inhalation 
therapy with Penicillin Sehenley to.. 


dept. no. 1C 


SCHENLEY LABORATORIES, INC. 
Executive Offices: 350 Fifth Avenue, N. Y. C. 


and increases local deposition 
of the drug on the broncho- 
pulmonary surface. 

Space does not permit de- 
tailed description of this new 
therapeutic method. The mak- 
ers of Penicillin Schenley have 
prepared for the use of physi- 
cians, a descriptive folder 
which is yours 


for the asking. 
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Lathering Soapless Detergents for Skin Cleansing and 
Household Cleaning When Soap is Contraindicated. 


In Convenient Forms ....... 


Loutla Cale = for Skin Cleansing 
Lowa Liguid for Household Cleaning 


Please Write for Literature and Sample. 


in WESTWOOD PHARMACAL CORP. 
1020 MAIN STREET. 


A 
§ 
on 


a PICRAGOL is an effective agent in the treatment 
of urethritis and vaginitis. Its specific action is 
especially valuable for the control of trichomoniasis 
or moniliasis of the vagina and for trichomonas infec- 


tions of Bartholin’s or Skene’s glands. 


TRADE-MARK 


PICRAGOL CRYSTALS, Bottles of 2 grams. «© COMPOUND PICRAGOIL. 
POWDER, Silver Picrate Wyeth, 1 per cent, in a kaolin base. Packages 
of six 5 gram vials. e VAGINAL SUPPOSITORIES PICRAGOL, Silver 
Picrate Wyeth, 0.13 grams, in a boroglyceride-gelatin base. Pack- 
ages of 12 ¢ VAGINAL SUPPOSITORIES PICRAGOL, for infants, Silver 
Picrate Wyeth, 65 mg., in a boroglyceride-gelatin base. Packages of 12. 
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ALMAY 


COSMETICS 


ALLERGY nee 


the rose of feminine attractiveness. But those sen- 
sitive to ordinary lipsticks need not foresake 
“feminine vanity, that divine gift which makes 
woman charming”. For ALMAY—makers of fine 
hypoallergenic cosmetics — provide in their lip- 
stick a truly fine preparation (in 8 shades) which 
can be safely used by the majority of allergic 
patients. Base, indelible dye, perfume and color- 
ing matter have been especially selected from in- 
gredients known to involve the least danger of 
sensitization. * In cases of allergy to perfume, or 
to tetrabromofluorescein—ALMAY Unscented Lip- 
stick and Lipstick without Indelible Dye are avail- 
able. For hyperallergic patients, ALMAY Raw Ma- 
terial and Clinical Testing Sets may be obtained 
gratis, and individualized lipsticks developed. 


ALLERGIC people may also use fine cosmetics 
ALMAY, INC., 56 COOPER SQUARE, NEW YORK 3, N. Y. 
Sole Distributors: Schieffelin & Co. New York 3, N.Y. 
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ARLY, RAPID COMPLETE DESTRUCTION 


an be more effec- 
ively accomplished 
ith the newer 


ssenicals such as 


ICHLOROPHENARSINE HYDROCHLORIDE 
Winthrop 


Five outstanding characteristics: 
® High therapeutic potency | 
® Wide margin of safety 

© Prolonged stability 

® Isotonicity 


® Convenient administration 


Anexcellent drug forthe chemotherapy of syphilis. 


Write for detailed information. 


ACCEPTED 


MERICA 
DICAL” 
ASSN 


Council on Pharmacy 
nd “ry 


T HR O P Et NY; ine, 
New York 13, N.Y. Pharmaceuticals of merit for the physician Windsor, Ont. 
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This brochure conducts 
you through the Marcelle 
laboratory. 


- The hypersensitive patient should choose 
her cosmetics with discretion. She should select 
hypo-allergenic beauty aids which are less likely 


to arouse sensitivities. 


For these patients prescribe Marcelle hypo- 
allergenic cosmetics, since known allergens have 
been omitted or reduced to a mimimum. Thorough 
testing of ingredients and exacting formulation in 
the Marcelle laboratory are your assurance of 


reliable cosmetics. 


*% Write for a brochure on Marcelle laboratory procedures. 


Acceptable for advertising in pub ications of the American 
Medica! Association for years. 


_ MARCELLE COSMETICS, Inc. 


HYPO-ALLERGENIC 


1741 N. Western Avenue Chicago 47, Illinois 
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STUDIES reveal that ap- 
proximately thirty per cent of 
In the Ma nagement syphilitic patients exhibit abnormali- 
ties in the spinal fluid during initial 

examinations, without displaying clin- 

of A symptomatic ical symptoms of cerebrospinal in- 
volvement. Although adequate rou- 

tine treatment of early syphilis will 

° prevent the appearance of abnormal- 

(tl dl Pa retuc ities in most cases, the use of Trypars- 
amide Merck combined with adju- 


vant therapy, e. g., hyperthermy or 
VE UR OS YPHILIS penicillin, is suggested in resistant 
cases. 

In incipient cases of dementia para- 
lytica, the use of Try parsamide Merck, 
combined with other appropriate forms 
of therapy, is known to produce vary- 

ing degrees of sy mptomatic improve- 

ment. While favorable results may not 

be expected in more advanced cases 

| of general paresis or tabes dorsalis, 

when treatment is begun sufficiently 

early and continued over a long per- 

iod of time, Tryparsamide Merck may 

arrest deterioration and contribute to 
the prolongation of life. 


The effectiveness of Tryparsamide 
Merck in the treatment of resistant 
: 2 cases of neurosyphilis probably is due 
Diagrammatic Sketch to its unusual capacity to penetrate 


Showing the meningovascular barrier of the 
Cisternal Puncture central nervous system. 


RECOMMENDED METHODS OF OBTAINING 
SPINAL FLUID 


Diagrammatic Sketch 


\i Showing 


| Lumbar Puncture 


COUNCIL 


ACCEPTED 


a 
MEDICAL 


Phare 


An outstanding 


therapeutic agent 


in neurosyphilis 
ACCEPTED 
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MERCK & CO., Ine. Manufacturing Chemists RAHWAY, N. J. 
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This silhouette view shows the manner in 
which the Zephyr tubestand assembly rolls 
freely from one end of the closed treatment 
table to the other. The self-locking tube- 
head moves vertically, longitudinally, and 


swings through sweeping arcs in all planes. 


a specialized apparatus for 
superficial x-irradiation 


PICKER X-RAY CORP.* 300 FOURTH AVE.* NEW YORK 10 
WAITE M'F'G DIVISION + CLEVELAND 12, OHIO 


the patient is always 
comfortable... 


So extraordinarily flexible is the Zephyr Superficial 
Therapy Unit that your patient need never assume a 
strained or awkward position during treatment. Pre- 
cisely angulated irradiation of any field, at any angle, 
from the crown of the head to the plantar surface of 
the foot can be readily accomplished, with the patient 
in whatever position promotes greatest comfort — prone. 
supine, or recumbent. Ask for Picker Bulletin No. 1245a 


...or better still, call in your local Picker representative. 
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CAREFUL supervision of the individual diabetic 
is essential to successful treatment. Diet, exercise, 
and Insulin dosage must be skillfully balanced, 
adjusted to individual requirements. Iletin (In- 
sulin, Lilly); Metin (Insulin, Lilly) made from zinc- 
Insulin crystals; and Protamine, Zinc & Iletin 
(Insulin, Lilly) are available to meet these exacting 
needs. The overlapping Insulin effect of injections 
of Protamine Zinc Insulin is one of its most valu- 
able characteristics, protecting against acidosis and 
nitrogen wastage. Intermediate effects may be ob- 
tained by suitable combinations of Iletin (Insulin, 


Lilly) and Protamine, Zinc & Iletin (Insulin, Lilly). 


09 AND COMPANY 


{ 
Meeting the needs A way 
| of all diabetics 
LILL 
\ ig 70328 
j 
Maa. 
St 


FEW PHYSICIANS can define with any degree of cer- 
tainty the unaccountable impulse that eventually 
led to the study of medicine. If they were to reach 
far back into the dusty recesses of memory, they 
could perhaps recall a time when mother, or sister, 
or brother was ill and the doctor came to call. They 
could remember the intriguing instruments which 
he carried, but more vividly, how fear and appre- 
hension were dissipated with his comforting assur- 
ance. From the shadow of such an experience 


came many physicians of today. 


The will to serve sometimes has been an inspir 


ing influence to industrial, as well as to professional 


enterprises. In order to withstand the pressure of 
changing times, a business as well as a profession 
must be anchored to something basically funda 
mental. It must have a mission to perform, a: 
objective high in the ranks of worthy causes. Just 
as medical practice has evolved with social and 
scientific progress, so has Eli Lilly and Compan\ 
endeavored throughout its seventy years of exist 

ence to broaden its sphere of usefulness 
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TYPES OF DERMATITIS IN AMERICAN ONCHOCERCIASIS 


LEON GOLDMAN, M.D. 
CINCINNATI 
AND 


LUIS FIGUEROA ORTIZ, M.D. 
HUIXTLA, CHIAPAS, MEXICO 


N A previous communication ' the general background of American 
onchocerciasis was given. In this report an attempt will be made t 
describe in detail the different forms of dermatitis that were observed, 
of onchocerciasis, Centro 


for the most part, at the research center 
Medico, Huixtla, Chiapas, Mexico. This research hospital has been 
placed in the state of Chiapas in an area in which onchocerciasis is heavily 
endemic. ‘The incidence of the disease here has been estimated at 20,000 
by Gonzalez Herrejon.* 

It is difficult to analyze critically the cutaneous reactions observed in 
patients infected by the filariae worm, Onchocerca volvulus, for the fol 
lowing reasons: 

1. Many areas of skin, structurally normal, grossly and even micro 
scopically, and also free of subjective reactions, may show numerous 
microfilariae in that portion. 

2. The vector of the disease, the Simulium, produces an erythema- 
edema and petechial reaction, with the intensity of the cutaneous changes 
varying according to the sensitivity of the person. Furthermore, one 
may suffer many bites at frequent intervals in adjacent areas. 

3. Although much work is being done on the immunobiology of 
onchocerciasis, as yet no definite and absolute method has been found to 


From the Department of Dermatology and Syphilology of the University of 
Cincinnati College of Medicine and the Centro Médico, Huixtla, Chiapas, Mexico, 
Dr. Luis Figueroa Ortiz, Director. Work done under the Secretaria de Salubridad 
yv Asistencia Publica; Dr. Manuel Martinez Baez, Subsecretario; Dr. Salvador 
Gonzalez Herrejon, Direccion General de Epidemiologia y Endemiologia; Dr. José 
Zozaya, Director Instituto de Salubridad y Enfermedades Tropicales; Dr. Anthony 
Donovan, Chief, Caribbean Sector Pan American Sanitary Bureau, and Dr. Frederic 
C. Bartter, Medical Officer in Charge of Onchocercosis Investigations, Pan 
American Sanitary Bureau. 

1, Goldman, L.: American Onchocerciasis, Arch. Dermat. & Syph. 50:385 
(Dec.) 1944. 

2. Gonzalez Herrején, S.: Estado actual del problema de la oncocercosis 
en la Republica Mexicana, Bol. Of. san. panam. 15:735, 1936. 
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determine the degree of sensitivity of the skin and subcutaneous tissues 
of the person to the presence and activities of Onchocerca volvulus. 

4. Pruritus, with its associations of secondary coccic and mycotic 
infections, is always a disturbing and complicating feature in tropical 
and subtropical peoples, and this reaction is present in many patients with 
onchocerciasis. 

5. The associated factors of avitaminosis and intestinal parasitism, 
especially uncinariasis, are very common. 

6. It is not possible as yet to reproduce the same disease under 
controlled conditions in experimental animals. 

7. There is no specific therapy at present. 

However, in spite of these objections, from the clinical observations 
of those who have had considerable experience with this disease in 
Guatemala and Mexico, it is possible to list a number of certain 
cutaneous reactions which are seen in patients with American oncho- 
cerciasis and which are apt to disappear or improve aiter amelioration of 
the onchocercal infection in the patient. Mention was made previously 
of the classification of onchodermatitis by Diaz,* namely the edematous, 
chromatic, dry, glossy (dustroso), pruriginous and mixed. 

The commoner cutaneous reactions that were observed in patients 
with onchocerciasis at Centro Médico in Huixtla may be classified as 
follows: 

1. Reactions associated directly with the onchocerciasis : 

(1) Subcutaneous nodules 
(2) Dermatitis 
A. Mal de morado or dermatosis pigmentada onchocercosa 
B. Localized edemas (elephantiasis ), acute and chronic 
Forms of lichenification 
D. Acute, subacute and chronic eczematoid dermatitis with 


or without pyodermas. 

(3) Reactions to the bite of a simuliid 
(4) Scarring from cutaneous biopsies or excision of nodules 

(5) Dermatitis from therapeutic agents 
2. Nonrelated cutaneous conditions in patients with onchocerciasis 

(a partial list ) | 

(1) Mal del pinto 

(2) Mycoses 

(3) Ulcers of the leg 

(4) Syphilis 


3. Diaz, A. F.: Oncocercosis de Robles, Bol. san. Guatemala 14:118 (Jan.- 
Dec.) 1943. 
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Of course, many other forms of cutaneous reactions have been 
described, even in the important group of onchodermatitis, but the afore- 
mentioned classification emphasizes the commoner clinical types. 

Since some controversy concerns the differentiation between the bites 
of the insect vector and onchodermiatitis per se, it is important to review 
the reaction to the bite of the black fly, the Simulium. Luis Vargas * 
has made some important contributions in this field. The maxillas of the 
black fly serve, as many investigators have indicated, as a type of scissors, 
and the proboscis of the fly is introduced into the pars papillaris (exact 
locus?). Injection of saliva of the insect and an anticoagulant substance is 
then made. The reaction to the local trauma, the saliva and the anticoag- 
ulant cause destructive changes both in the epidermis and in the dermis. 
If the Simulium is infected, the infective larval form of Onchocerca 
volvulus passes through the proboscis into the upper part of the dermis. 
According to Vargas, the exact form of this infective type in the skin and 
its migrations and development subsequently until the formation of the 
encysted nodule, containing adult worm or worms, are unknown. More- 
over, the Simulium also attracts a considerable number of microfilariae 
present in the person into the area of its bite, and these forms may be 
taken up during the ingestion of blood by the Simulium. Relatively few 
of these larvae so ingested complete their development eventually in the 
thoracic musculature of the fly. ‘The essential clinical elements of 
the bite of a simultid are then pruritus, central petechial hemorrhage 
and edema. The edema may subside in several days, but the discolora- 
tion from the petechial hemorrhages may persist for some days or 
even weeks, and the pruritus usually continues for four to five days. 
In a hypersensitive patient, of course, the reactions, especially the edema 
phase, are intensified. Under field conditions, especially among the 
natives, persons are bitten frequently by large numbers of the simultids. 
As a result of the pruritus, secondary infection may occur, and there 
are produced excoriations, pyodermas, especially of the impetiginous 
type, scarring areas and depigmentation, especially prominent in dark- 
skinned persons. In bites on the lower extremities, the petechial reaction 
and its subsequent hemosideric phase may be severe. Histopathologic 
study of a late reaction to a bite in a person not clinically hypersensitive 
revealed slight epidermal changes, essentially of thinning, vacuolation 
and pyknosis and some edema of the papillae with scattered lymphocytic 
infiltrate, chiefly perivascular. Occasional plasma cells and eosino- 
phils were noted. It is not possible at present to say that clinically or 
even histologically the cutaneous reactions to a bite of a noninfected 
simuliid is ditferent from the reaction to that of a simuliid carrying 
microfilariae. The degree of the reaction is supposed to vary according 


4. Personal communication to the authors. 
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to the sensitivity of the person to the Simulium. As yet, this has not 
been established by cutaneous tests with Simulium extract or other sub- 
stances. Of course, increased local heat (increased blood supply?) and 
increased sweating accentuate the degree of the reaction to the bite. 
An important part of the campaign against onchocerciasis has been the 
attempt to educate the natives to wear clothes to cover most of the 
body during the day. According to Vargas, mosquitoes and _ ticks 
(garapates) may ingest the microfilariae of Onchocerca volvulus. Here 
also, it is not possible to tell differences between bites of infected 
and noninfected insects. The modern advances in the field of chemical 
control of insects by mass protection with such agents as pyrethrum 
and DDT (dichlorodiphenyltrichloroethane) mixtures and individual 
protection by repellents and DDT can do much to control these vectors 
with certain selective groups. 

It may be possible * in the future, by means of quantitative dilutions 
of the cutaneous test antigens and the complement fixation tests to 
follow the course of onchocerciasis. At present, the practical method 
is to perform repeated biopsies of the skin to determine the viability 
of the adult worms in these nodules. In addition, clinical changes in 
the skin and also in the eyes may be used to follow the progress of the 
disease. In the Mexican series, epilepsy was found in approximately 
10 per cent of the subjects according to records. The significance of this 
reaction in onchocerciasis remains to be studied in a more critical fashion. 

Moreover, for patients who are under detailed observation over a 
period of time, it may be necessary to perform frequent biopsies. Work 
is being done to attempt to standardize biopsies since negative reports 
may not be absolute in that a biopsy repeated in the same area at 
another period may reveal many microfilariae. Because the bite of 
a simuliid has the power to attract microfilariae, an injection of Simulium 
extract (or even histamine?) may be of some help. Areas of derma- 
titis are no more or less certain to show microfilariae on biopsy than 
are areas of normal skin. The biopsy sites include usually the cheeks, 
neck, forearms and thighs and occasionally the palpebral conjunctivas. 
Although the method of obtaining the specimen for biopsy consists 
in shaving off a small portion of the skin through the upper part of 
the corium, small depigmented areas in the skin of a mestizo patient 
may remain, and a number of these may accumulate during the year. 
A keloidal reaction has not been observed in these biopsy sites, although 
it has been observed in the scars of excision of onchocercomas. 

Reactions to therapy may include dermatitis from the local use of 
antipruritic remedies, the local use of filaricidal (especially micro- 
filaricidal) agents and the parenteral use of arsenicals, mercury 
and antimony salts. As a rule, the sensitivity reactions to mercury, 
especially mercuric cyanide, used originally for injections into the oncho- 
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cercomas, and to anthiomaline (lithium antimony thiomalate) were 
reported as being rare. 

The characteristic nodules (onchocercomas) have been described in 
a previous communication.’ In Mexico, extensive and detailed histo- 
pathologic studies of the nodule have been made by Manuel Martinez 
Baez. His studies and the recent ones of Germain‘ with the use of 
silver impregnation stains have contributed much to the knowledge 
of the pathology and even of the pathogenesis of this disease. The 
distribution of the nodules observed in Mexico differed somewhat from 
that in Guatemala. A review of 100 records at Centro Médico revealed 
the following distribution of nodules: 


Upper part of trunk...... 


Additional information in regard to the mechanism of the nodule 
formation has been suggested by Ochoterna,® who claimed that the 
“first beginning of the formation of the onchocercous cyst is provoked 
by the obstruction of the lymphatic passages’ (proof?). This is of 
interest in relation to another filariae worm, Wuchereria_ bancrofti. 
Some nodules may contain only males, and these nodules, of course, 
are nonproductive in regard to microfilariae. A number of cases of 
new onchocercomas recurring next to the scar, in the scar and even 
below the scar of a previous extraction of onchocercomas were seen. 
No systemic reactions, so-called crises, following surgical removal of 
the nodules, were observed in a group of 6 patients. 

The dermatologist is familiar with the local dermatitis from the 
penetration and invasion of the skin by certain helminthic larvae. 
These worms produce reactions which include especially the erythe- 
matous, papular and urticarial lesions of cercarial dermatitis, the pruritic, 
papular, vesicular and tunneling lesions of the hookworm larvae and the 
petechial, pruritic and infected lesions of Strongyloides larvae. A more 
detailed study of these common larval infections of the skin and their 
local sensitivity reactions would do much to help one understand the 
cutaneous reactions to the penetration and migrations of the filarial 
worms in superficial tissues. In filariasis caused by Wuchereria ban- 


5. Martinez Baez, M.: Sur la structure histologique des nodules 4 Onchocerca 
volvulus et-a O. caecutiens, Ann. de parasitol. 13:207 (May 1) 1935. 

6. Hoffmann, C., and Vargas, L.: Neuvas communicaciones acerca de la 
onchocercosis de Chiapas, in Memoria del III Congreso de la Asociacién Medica 


Panamericana, Mexico, 1933, p. 777. 
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crofti, Napier * has asserted that some of the natives have localized but 
transient pruritic nodules. As has been mentioned before. for oncho- 
cerciasis, little is known of the stage from the entrance of the infective 
larval form to the development of the adult stage. 

When a person harbors adult worms in onchocercomas, certain 
cutaneous reactions occur. Martinez Baez * believes that those persons 
with poor nutrition and poor personal hygiene are more apt to show 
cutaneous manifestations. One of the most interesting, and incidentally 
most confusing, types and one of the most difficult for the inexperienced 
observer to diagnose is the mal de morado type. Prior to the study 
of Huixtla, one of us (L. G.) had never seen a case or could be certain 
of a true mal de morado and had difficulty in learning to recognize it 
in the mestizo patients. However, the patients themselves could find 
the disease with ease. In mal de morado, the skin is usually smooth, 
occasionally dry or wrinkled and not hot and presents a peculiar reddish 
or bluish red or purplish (morado) and sometimes even greenish dis- 
coloration. Edema may or may not be associated. Biopsy in a case 
of this type revealed only slight epidermal changes with no increase 
in melanin pigmentation, moderate perivascular lymphocytic infiltrate 
and some edema and separation of the collagen fibers. A few micro- 
filariae were found scattered in the upper portion of the dermis. No 
chromatophore pigment was observed. No bacteria were seen. Tissue 
was not cultured for organisms. The records of 38 patients receiving 
diagnosis of mal de morado at Centro Médico were reviewed. Most of 
them had had nodules. The majority of the cases of mal de mbrado 
appeared within three years after the first appearance of onchocercomas. 
The distribution of mal de morado was as follows: 


26 
1 (nodule present also in this area) 


Fifteen of the patients complained of pruritus, 3 of increased local 
temperatures and 4 of “biting sensation.”” In some cases the mal de 
morado disappeared partially, in other instances completely, after 
excision of palpable nodules. Without excision the mal de morado 
appeared to persist for many months (average duration’). Biopsy 
specimens from the face are usually positive for microfilariae, show no 
increase in melanin and no chromatophore pigment and show some peri- 
vascular infiltrate. In the absence of any detailed investigative studies 
of local blood flow, cutaneous temperature, bacterial cultures and _his- 


7. Napier, E.: Filariasis Due to Wuchereria Bancrofti, Medicine 23:149 
(May) 1944. 
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tamine whealing, one can guess only that the changes of color are due 
to disturbances in blood supply through vasodilation and some lymph- 
edema, possibly from a vascular (capillary endothelium and lymphen- 


Fig. 1.—Biopsy specimen from shoulder of a young child with lichenification 
of face and of shoulder areas. Many microfilariae are present. There are thickening 
and fragmentation of collagen fibers and perivascular lymphocytic infiltrate. 
Hematoxylin and eosin; x 120. 


Fig. 2.—Onchocerciasis with chronic edema of face of one year's duration. The 
superficial cutaneous lesions are those of flat warts. 
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dothelium) allergy. Then, mal de morado may be considered in the 
Diaz * classification as the “‘chromatic type.” 

Frequently associated with mal de morado is the edema reaction. 
It is the edema which makes for the onchocerciasis facies, the puffiness 
about the eyes and the eosinophilia reminding one of a patient with 
trichinosis. In most instances the edema is chronic and appears like 
myxedema, but occasionally this reaction may be acute and resemble 


Fig. 3—Biopsy specimen from face of patient in fig. 2, showing thinning of 


epidermis, microfilariae, some separation of collagen fibers with fluid and _ peri- 
vascular lymphocytic collars. Hematoxylin and eosin; x 120. 


in appearance angioneurotic edema. In 20 patients with the edema 
reaction the location of the edema was as follows: 


Face, including cheeks, eyelids and ears.. 16 


In only 2 of these patients were no nodules found. Complaints of 
pain and heat were occasionally made. In biopsy studies of a patient 
with unilateral chronic edema of the right thigh, an inflammatory 
reaction was found to extend deep into the fat tissue with considerable 
perivascular infiltrate. No endovasculitis was made out. An occa- 
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sional microfilaria was found in the upper part of the dermis but none 
in the deeper tissues. It is apparent that the edema reaction in oncho- 
cerciasis indicates a vascular reaction with increased fragility of the 
vessels or with loss of fluid from increased intravascular pressure 
through obstruction. In this type of edema the onchocerciasis shows 
some definite relationship to bancroft: filariasis. In none of the sections 
studied was there any evidence of epithelioid cell granulomatous reaction 
such as has been .reported to occur in lymphatic tissue infected with 


Fig. 4—Biopsy specimen showing deep extension of inflammatory infiltrate 
into fat tissue. An occasional microfilaria was present in the upper portion of the 
dermis. Van Gieson stain; x 40. 


Wuchereria bancrofti. No endovascular parasites were observed in 
any of our cases, although Vargas * indicated that Onchocerca volvulus 
may be found rarely in the blood stream and even in the lymph node. 
In the absence of bacteriologic studies,no help can be offered to the 
controversy regarding the mechanism of elephantiasis with bancrofti. 
In a biopsy of a child with edema of the face, without mal de morado, of 
one year’s duration, the epidermis was normal but thinned. There was 
some perivascular infiltrate chiefly of lymphocytic type. Microfilariae 
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were found in the pars papillaris. With the special silver impregnation 
technic, Germain could demonstrate none in the perivascular spaces 
or in the perivascular lymphocytes collars. There was no endothelial 
reaction. There was edema of the dermis with some separation of 
the collagen. The collagen fibers themselves showed no decided changes 
on special staining. The skin appendages and subcutaneous tssue 
showed no changes. 

The next characteristic form of chronic onchodermatitis 1s lichenifica- 
tion. This form involves chiefly the face, where it may be mixed with 
eczematoid reactions, the extensor surfaces of the arms and _fore- 
arms and occasionally the thighs and legs. The skin is thickened dif- 
fusely, hyperpigmented and intensely pruritic. Three patients with this 
form of dermatitis were studied in detail. In all of them there were 
no signs of lichen planus or oi cutaneous changes suggestive of a vitamin 
A deficiency. Moreover, with the limited facilities available, these 
cases did not seem to reflect any profound psychosomatic reactions. In 
each patient the cutaneous changes were followed by a period of pruritus. 
One of-these patients had microfilariae in the lichenified areas and also 
in the normal skin of the shoulder but not in the cheeks. In this 
patient, no nodules were palpable, and none had been present for more 
than nine months, although previously a total of twenty-seven nodules 
had been removed. Anthiomaline (lithium antimony thiomalate) over 
a prolonged period had no effect on the lesions of the skin or on the 
microfilariae. Another man, seen as an outpatient, had no nodules and 
had received no therapy. His young son had onchocerciasis also. 
The third patient also had snicrofilariae in the skin and no nodules at 
present, although he had had nodules on the scalp-excised in previous 
years. None of these patients had received any intensive local therapy. 
With the lichenified forms an effort was made to determine at what 
level microfilariae first could be detected. Shavings were made of 
the lichenified spots and then cut in half. One half was examined 
directly in saline drop on a slide and the other in fixed section. When 
the shaving of the slice of skin reached into the superficial portion of 
the pars papillaris, then microfilariae were seen. Martinez Baez * has 
found microfilariae even among the deeper layers in the epidermis. It 
has been stated § that in the Congo the pruriginous and xerodermatous 
forms of onchodermatitis were more common than in Guatemala (and 
Mexico’). 

The last type of onchodermatitis was the eczematoid dermatitis 
reaction. Without special studies, as regards sensitivity to Simulium 


8. Strong, R. P.; Sandground, J. H.; Mufioz Ochoa, M., and Bequaert, J. C.: 
Onchocerciasis with Special Reference to the Central American Form of the 
Disease, Contribution 6, Department of Tropical Medicine and Institute for 
Tropical Biology and Medicine, Cambridge, Mass., Harvard University Press, 1934. 
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and perhaps to bacteria and even to Onchocerca volvulus, the back- 
ground of this group could not be determined. These papulovesicular 
crusted, excoriated, lichenitied and at times impetiginized lesions occurred 
over the extensor surfaces of the arms, legs and thighs. Similar reactions 
were observed in natives without onchocerciasis. Goems*® in 1938 
described “tropical ulcer type lesions’ in San Salvador which presented 


Fig. 5.—Shaving of the skin showing first depth at which microfilariae were 
detected. Hematoxylin and eosin; x 120. 


“microfilarias tipo oncocerca” and also papillomatous, verrucous and 
hyperkeratotic forms on the dorsa of the hands, forearms and _ neck, 
all of which showed larval forms of the Onchocerca type. No such cases 
were seen in Guatemala or Mexico by us. In the series of cases 


9. Goems Rosales, A.: Oncocercosis, Bol. san. Guatemala 5:1 (Jan.-Dec.) 
1938; abstracted, Bol. Of. san panam. 18:775, 1929. 
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reviewed at Huixtla, there were two tropical ulcers. No notes were 

made, however, as to the presence of microfilariae in these ulcers. 
Some of the other conditions associated with onchocerciasis included 

urticaria (1 case), mal del pinto (many cases), “pellagroid” manifes- 


‘tations (1 case), cutaneous syphilis (15 cases), bone syphilis (1 case), 


varicella (1 case) and pyogenic abscess (2 cases), not related to oncho- 
dercomas. 

Although among the hospital patients themselves a careful search 
was made for typical cutaneous reactions of avitaminosis, such as pel- 
lagrous dermatitis, glossitis and ariboflavinosis, none could be found. 
The data with respect to possible avitaminosis from vitamin A are more 
suggestive. Many of the patients, especially the children, had follicular 
keratoses. 


Fig. 6—Onchocerciasis with depigmented excoriated eczematoid reaction 
(reaction to bite of a simuliid?). 


In the new case history form now available from the Secretaria 
de Salubridad y Asistencia, Direccién de la Campafia Contra la Onco- 
cercosis en el Estado de Chiapas, detailed questions -regarding dietary 
intake and detailed tabulations of forms of cutaneous reactions are now 
available. With these excellent forms it will be possible soon to evaluate 
critically the influence of avitaminosis. It is hoped also that one will 
be able to apply the microchemical technic of Lowry * for vitamin A, 
especially in those cases of dermatitis with lichenifications, follicular 
keratoses and diffuse dryness of the skin. 

The other important factor in the pathogensis of the cutaneous 
reaction in onchocerciasis is the lack of definite information for estimat- 
ing the tissue response of the patient to the presence of Onchocerca vol- 
vulus. Previous mention * has been made of the reports of quantitative 
dilutions of antigens for cutaneous tests and also for complement fixa- 
tion tests. When it will be possible to prove that certain forms of 
dermatitis are associated with cutaneous hypersensitivity to the filaria 
the reason for the absence of cutaneous reactions in some infected per- 
sons may be understood. 

With recent developments in staining technics, especially of the 
silver impregnation method of Germain,* it may be possible to study 
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the relationship of the position of the worm to the lymphatic vessels 
of the skin, especially to their “perivascular passage-channels.” 

It is hoped that some of the newer technics such as the use of radio- 
active tracers and also the injections of fluorochromes into onchocer- 
comas may help one to follow the course of the microfilariae. Lark- 


Fig. 7—Microfilaria of Onchocerca volvulus stained by silver impregnation 
technic of Germain, showing internal structure and striated pellicle. Silver stain; 
< 480 (approximately). From the collection of W. McKee Germain. 


Horovitz * has expressed the belief that “if tracers are injected into 
nodules, their presence in adjacent tissue is not necessarily indicative 
of transport by the microfilariae but can be due to absorption of the 


tracers by the tissue.” He indicated that “more would have to be known 
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about the metabolism of the organism involved to suggest a tracer 
technic which would guarantee that the tracer stays with the organism 
and cannot be exchanged with the surrounding tissue.” ‘The capillaro- 
scope was not effective in finding microfilariae of Onchocerca volvulus 
in the skin. Examinations for Wuchereria bancrofti were not attempted 
with this instrument. Further studies in the field of cutaneous micro- 
scopes, especially with the combined use of fluorochromes and fluorescent 
lighting, may heip. Since the important filariasis caused by Wuchereria 
bancrofti cannot be given to animals, patients with onchocerciasis pro- 
vide a research reservoir for the easier study of the general aspects 
of filarial infection in man. 

These research studies will help also in the search for an effective 
therapy for these diseases. At present the treatment of onchodermatitis 1s 
the removal of palpable onchocercomas, the symptomatic therapy of 
the cutaneous lesions especially as regards pruritus and the general 
treatment of the patient as concerns avitaminosis, intestinal parasitism 
and the like. Experiments have been started with topical applications 
to determine penetration and absorption in the skin. Perhaps there 
may be some effect on microfilariae. The heavy fibrous coating of the 
onchocercoma seems to preclude local penetration effects on adult worms. 
Moreover, this location of the nodules is too deep for penetration and 
absorption from the cutaneous surface. The local materials which we have 
started to use, on the advice of Kehoe * and Deichmann,’* include penta- 
chlorophenols, pentachlorophenates, ethylene dibromide and DDT. Since 
the microfilariae migrate in the pars papillaris, it is hoped that at least 
these chemicals may be able to prevent microfilariae from reaching the 
eyes. This could be done through hindrance to progress in superficial 
tissues about the eves, by changes in “tissue reaction.”” Such changes in 
tissue would be preferred to direct toxic action on the parasite, since 
this reaction may serve to produce a local inflammatory change which 
the dead microfilariae (alone?) are supposed to cause, a type of “thera- 
peutic paradox.” Much more work is needed in the possibility of 
immunotherapy as a practical aid, since this phase is so little understood 
at present. 

CONCLUSION 

The forms of dermatitis seen in patients with onchocerciasis at the 
Centro Médico in Huixtla, Chiapas, Mexico, and gathered from the 
records there indicate that mal de morado (dermatosis onchocerosa 
pigmentada) acute and chronic edemas, lichenifications and eczematoid 
reactions are some of the tvpes of onchodermatitis. The edema reac- 
tions show some slight general resemblance to the edema of filariasis 
caused by Wuchereria bancrofti. There is difficulty in interpreting 
these cutaneous reactions in a critical fashion because of the lack of 
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knowledge concerning some basic mechanisms of the infection due to 
Onchocerca volvulus in man, such as the immunobiology, and the 
evaluation of such important associated conditions as avitaminosis, intes- 


tinal parasitism, sensitivity phenomena and other mechanisms of the 
reaction to the bite of a simuliid and finally the lack of specific therapy. 
The treatment of onchodermatitis is essentially the treatment of the 
patient’s onchocerciasis and the local symptomatic therapy of the type 
of dermatitis produced. It is emphasized that onchocerciasis provides 
a readily available clinical group for the study of the general principles 
of filarial infection in man. 
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LEMON GRASS OIL 


A Primary Irritant and Sensitizing Agent 


H. VICTOR MENDELSOHN, M.D. 
NEW YORK 


N a previous communication,’ I reported an outbreak of an acute erup- 

tion resembling poison ivy dermatitis in approximately 30 men, 
presumably due to lemon grass oil. Eight of the affected persons were 
observed by me. 

These men had worked as machinists, carpenters and riggers on a 
boat which had recently arrived from India. Part of the cargo 
consisted of tanks of lemon grass oil, some of which had spilled and 
evidently had found its way to different parts of the boat. The eruption 
appeared six to eighteen days after the men had worked on the boat. 

The diagnosis was based on the history and clinical appearance of 
the eruption and on a strongly positive reaction (erythematovesicular 
and vesiculobullous) to a patch test with pine wood soiled with lemon 
grass oil. I was unable to obtain a sample of lemon grass oil for use in 
patch tests. 

After the acceptance of the manuscript for publication, Dr. B. A. 
Bourne, Director of Research, United States Sugar Corporation, sup- 
plied me with a sample of lemon grass oil from the Florida Everglades, 
containing approximately 75 per cent of citral, a diolefinic aldehyde and 
a common constituent of essential oils. The usual citral content of 
iemon grass oil is 70 to 80 per cent.’ 

An accompanying note read in part as follows: “For your intfor- 
mation we would say that in our experience we have found some per- 
sons to be rather sensitive to the action of lemon grass oil on their 
skin, while others showed no reaction although their hands were 
exposed directly to it for weeks at a time. Undoubtedly the irritating 


From the Department of Dermatology and Syphilology, New York University 
College of Medicine and the Dermatologic Service of the Third (New York 
University) Medical Division, Bellevue Hospital, service of Dr. Frank C. Combes, 
and from the Department of Dermatology and Syphilology, Sydenham Hospital, 
service of Dr. H. Victor Mendelsohn. 

1. Mendelsohn, H. V.: Dermatitis from Lemon Grass Oil (Cymbopogon 
Citratus or Andropogon Citratus), Arch. Dermat. & Syph. 50:34 (July) 1944. 

2. Cohen, J. B.: Organic Chemistry for Advanced Students, New York, 
Longmans, Green & Co., 1907. 
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agent is the aldehyde citral, and it would appear that its reaction 
depends largely on the individual.” 

After the publication of my report, Dr. M. B. Luthy, of Givaudan- 
Delawanna, Inc., sent me samples of lemon grass oil from two different 
sources: one from India, with a citral content of 75 per cent; the other 
from Guatemala, with a citral content of 76.2 per cent. A note from 
him contained the following comments: ‘We have used large quantities 
of lemon grass oil in our factory for about twenty years. We have 
never taken any special precautions but have not encountered cases of 
dermatitis due to the handling of this oil... . We would think that 
your statement ‘Lemon grass oil is a primary irritant and/or strong 
sensitizing agent’ needs further checking.” 

Through the kindness of Mr. Charles A. Buckie, Van Ameringen- 
Haebler, Inc., supplied me with samples of three different ionones: 
alpha ionone, methyl ionone and extra pure ionone. These are complex 
chemical isolates from lemon grass oil, in which the aldehyde citral is 
converted to a ketone. Because of their high aromatic qualities, they 
are extensively used in perfumes, toilet waters, lipsticks and other 
cosmetics. 

INVESTIGATION 

Patch tests with the three lemon grass oils and the three ionones were performed 
on 20 patients with different dermatoses, including acne, dermatitis venenata, 
dermatophytosis, eczema, folliculitis, impetigo and others, The lemon grass oils 
were employed in three dilutions: full strength, 1:10 and 1: 100. The dilutions 
were made with olive oil. The ionones were used undiluted. 

Fifteen patients received twelve tests; five received only nine tests. Altogether 
two hundred and twenty-eight tests were applied. Patch tests with the undiluted 
lemon grass oils were removed after twenty-four hours; those with the different 
dilutions and with the ionones were left on for forty-eight hours. Reactions were 
read when the patches were removed, and thereafter the areas were examined 
évery two or three days for several weeks. 


The table shows that in general the different lemon grass oils 
elicited similar reactions. The undiluted lemon grass oils elicited 3 + 
and ++ reactions in all persons tested. The reactions were mainly 
vesiculobullous, and most of them persisted for eighteen days. In 
one instance (case 2) evidence of the reactions was present on the 
forty-fifth day in the form of brownish pigmentation with slight scaling. 
In another case (case 3), the reactions disappeared on the twentieth 


day, leaving vitiliginous areas which were present four months later, 


when the person was last seen. 

In 2 cases (cases 3 and 19) all the oils elicited 1 + reactions in 
dilutions of 1:10, an incidence of 10 per cent; in 1 other person, only 
the Florida oil elicited a 1 + reaction in a similar dilution, an incidence 
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Age, 
Patient Initials Years Sex 
1 M.G. 40 F 
2 4 
Bb. 1 
4 M.D 40 } 
S.H t M 
4 25 
A.S 31 
36 F 
4 F 
( F. I 12 F 
H. ¢ 
H.C I 
M 
i4 J.§ M 


ié SP. 69 M 
17 P. M. M 
lg 70 M 
ig E. N M 
20 J. H. 40 M 
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45 ] 100 
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W Poison ivy 2 rr G 
dermatitis 45 10 10 

45 100 100 

45 l.a I.m 
N Syphilis 4 F + G 
45 10 10 

48 100 -- 100 

45 l.a I.m 
N Syphilis 4 G 
45 ] 10 

48 100 _ 100 

l.a I.m 
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48 100 — 100 
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N Impetigo 4a 10 10 

45 100 _ 100 
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N Folliculitis 24 G 
45 10 — 10 

45 100 _ 100 

48 l.a I.m 
N Syphilis 45 10 10 

45 100 — 100 

48 - I.m 
W Dermatitis 24 F G 
venenata 45 10 10 

48 100 _ 100 

48 l.a [.m 
WwW Dermatitis 2 F G 
venenata 48 10 10 

48 100 100 

48 T.a I.m 
Ww Chronic 2 F G 
eczema 45 10 10 

45 100 100 

48 l.a I.m 
Ww Dermatitis 24 F ++ G 
venenata 48 10 - 10 

45 100 100 

48 l.a I.m 

Ww Chronic 48 10 10 

eczema 48 100 100 

48 I.m 

Ww Dermatitis 48 10 10 

venenata 48 100 100 

45 I.a I.m 
W Chronic 24 +++ G 
eczema 48 10 re 10 

48 100 - 100 

45 l.a Im 

Ww Dermato- 4s 10 - 10 

phytosis 45 100 - 100 

48 l.a - I.m 


Tabulation 


f Total Number of Patients 


Tested and Reactions 


Reac- Mate-  Reae- 
tion ria] tion 
t++ I After 15 
-- evidence 
100 
Le.p 
+ r I Slight ey 
1v tion ont 
-- 100 in form ¢ 
L.e.p pigmentat 
slight seu 
r++ 1 4+ reacti 
+ 10 - for 20 days, 
- 100 vitiliginous 
Le.p ent 4 months 
react 
within 1 wee, 
j + V+ delays 
lv all sites « es 
100 - 1:10 dilutions ¢ 
- L.e.p after patct 
+++ I 
10 
-- 100 
Le.p 
Reaction | 
10 15 days 
100 
€.p 
10 
100 
l 
] No evider 
10 at end of days 
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Le.p 
I 
10 
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L.e.p 
10 
100 
L.e.p 
+ l Evidence 
- 10 present 12 days 
100 
Le.p 
10 
100 
L.e.p 
] 
10 
100 
++ 1 44 reactions 
10 for 21 days; 
100 -- reaction to 
Le.p peared with. 
+ I > +++ Severe reactior 
10 2 anesive 
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L.e.p 
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10 
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- 10 — Doubtful react 
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~+-+ 4+ reactions persist 
10 18 days; 1— ma 
100 - disappeared wit) 
l.e.p 1 week 
10 — Severe reaction 
- 100 adhesive 
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Legend: F = Florida lemon grass oi] undiluted; G 
undiluted; 10 = dilution 1:10; 100 


extra pure undiluted. 


= dilution 1:100; I.a 


Guatemala lemon grass ojl undiluted; I = 


India lemon 


= ionone alpha undiluted; I.m = ionone methy) undiluted; I.¢.p 


96 


= 
| 
i 
| 
| 
| 
| | 
| 
i 
iS W. F. 53 M 
i 


MENDELSOHN—LEMON GRASS 97 


of 15 per cent. These reactions were chiefly erythematosquamous and 
persisted for five days. 

In 1 case (case +) there was a delayed 2 + reaction in all sites with 
the 1:10 dilutions, an incidence of 5 per cent. The reaction appeared 
six days after the patches were removed; it was erythematovesicular 
and healed within ten days, with desquamation. 

No positive reactions were obtained by any of the tests with oils in 
dilutions of 1: 100. 

The three ionones elicited negative reactions in all subjects, except 
for a doubtful reaction in 2 persons (cases 14 and 17). These reactions 
were erythematous and disappeared within forty-eight hours. 


COMMENT 


The strongly positive reactions to undiluted lemon grass oil from 
three different sources in every one of 15 persons tested indicate that 
this oil from any source with a citral content of 75 per cent or over is 
a primary irritant. Whether the citral or some other substance is the 
irritating agent, this study does not reveal. Bourne ® is of the opinion 
that this aldehyde is the specific irritant. 

The high incidence of 1 plus reactions (10 per cent) to oils obtained 
from Guatemala and India in dilutions of 1:10 and 1 plus reactions 
(15 per cent) to the Florida oil in a similar dilution suggests probable 
primary irritation. On the other hand, the wide use which these oils 
and their products enjoy affords ample opportunity for adequate contact 
and sensitization, and these reactions may be expressions of specific 
sensitivity. In any event, it seems reasonable to assume that, because 
of one mechanism or another, these oils may “irritate” certain persons 
even in dilutions of 1: 10. 

The 2 plus delayed reactions on the sixth day to all the oils in a 
dilution of 1:10 in 1 case are most interesting. These undoubtedly 
represent manifestations of induced epidermal sensitivity — “spon- 
taneous flare-up” of Sulzberger.* Evidence for this assumption is not 
only the development of typical eczematous reactions at the test sites 
six to eight days after initial contact with the oils (adequate sensitization 
period) but the fact that when the patient was retested three weeks 
later with the same oils in 1:10 dilutions 1 plus to 2 plus reactions 
(erythema and vesiculation) were noted at all sites immediately on 
removal of the forty-eight hour test patches. From this, it may be 


3. Bourne: Personal communication to the author. 
4. Sulzberger, M. B.: Dermatologic Allergy, Springfield, Ill., Charles C 
Thomas, Publisher, 1940. 
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inferred’ that lemon grass oil in low dilutions possesses allergenic 
qualities and is a competent sensitizing agent. 

The ionones which were investigated were, as a class, found 
nonirritating and in all likelihood nonsensitizing. ‘To determine the 
significance of the doubtful reactions to the extra pure ionone in the 2 
test subjects would require further study. 

I am fully aware of the small number of persons tested and the 
conservatism which must be employed in evaluating results. I feel, 
however, that the goodly number of patch tests applied (altogether 
228) and the careful attention given to this investigation justify my 
interpretations. 

CONCLUSIONS 

1. Lemon grass oil from any source, with a citral content of 75 
per cent or over, is a primary irritant; in a dilution of 1:10 it is a 
sensitizing agent. 

2. Alpha, methyl and extra pure ionones are nonirritating and, in 
all likelihood, nonsensitizing. 


175 West Seventy-Ninth Street. 
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ERYTHEMA EXUDATIVUM MULTIFORME 


CAPTAIN AARON WEISBERG and CAPTAIN EMANUEL ROSEN 
MEDICAL CORPS, ARMY OF THE UNITED STATES 


RYTHEMA exudativum multiforme is an acute infection which 

manifests itself by a systemic reaction and an eruption which 1s poly- 
morphous in character. The lesions are often svmmetrically distributed 
over the upper and lower extremities, as well as on the chest and face 
and may be accompanied by involvement of the mucous membranes. 
The disease 1s often recurrent. 

Hebra * (1866) first described this disease, which consequently some- 
times bears his name. He considered it a systemic and not a local 
disturbance, recognizing no causation. Fuchs? (1876) first described 
the ocular complications of this disease. Gerke and Kain* (1892), 
de Molénes-Mahon* (1884) and von During ® (1896) also recorded 
adequate descriptions. Kaposi® (1893) noted the variegated form 
of the lesions, which ranged from vesicular to iris in type. Further 
contributions to the literature were made by Hanke,’ Crocker * and 
Mracek.® 

In 1913 H. Barkan ’® reported an interesting case which he had 
observed in Fuchs’s Clinic. The disease progressed until the patient 
completely lost vision following corneal ulceration. In 1921 Hartley 


1. Hebra, F.: Diseases of the Skin, translated and edited by C. H. Fagge, 
London, New Sydenham Society, 1866, vol. 1. 

2. Fuchs, E.: Herpes Iris Conjunctivae Beobachtet, Klin. Monatsbl. f. Augenh. 
14: 333, 1876. 

3. Gerke, O., and Kain, E.: Ein Fall von Croup der Bindehaut der Mund- 
und Rachenschleimhaut, Arch. f. Augenh, 24:305, 1892. 


4. de Molénes-Mahon, P.: Contribution a l'étude des maladies infectieuses, 
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5. von During, E.: Beitrag zur Lehre von den polymorphen Erythemen, Arch 


1. Dermat. u. Syph. 35:211, 1896. 

6. Kaposi, M.: Pathologie und Therapie der Hautkrankheiten, ed. 4, Vienna, 
Urban & Schwarzenberg, 1893. 

7. Hanke, V.: Der Herpes iris des Auges, Arch. f. Ophth. 52:263, 1901. 

8. Crocker, H. R.: Diseases of Skin, ed. 3, Philadelphia, P. Blakiston’s Son 
& Co., 1903. 

9. Mracek, F.: Handbuch der Hautkrankheiten, Vienna, Alfred Holder, 1902, 
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pointed out the similarity of erythema exudativum multiforme to 
pemphigus and showed that both diseases produced an essential con- 
junctival shrinkage. In 1922 Stevens and Johnson '* described a “New 
Eruptive Fever Associated with Stomatitis and Ophthalmia’ usually 
terminating with irreparable damage to the eye, subsequently referred 
to as Stevens-Johnson Disease. Wheeler ** (1930) described a case 
in which there was complete loss of vision in both eyes. In 1931 
3ailey ** published a comprehensive review of the literature, in which 
he described the corneal and conjunctival lesions in detail. Among 
other things he pointed out that the disease was analogous to an acute 
infection in its onset and its various sequelae; that there were inflam- 
matory changes in the cornea and conjunctiva which might lead to 
impairment or loss of vision; that there was intense pseudomembranous 
inflammation of the buccal structures, lips, upper respiratory tract, 
bronchi and sometimes the vagina; that there was widespread poly- 
morphous eruption of the skin; that there was a widely varying leuko- 
cyte count ; and that the course may be protracted, extending over weeks, 
with a favorable prognosis except for ocular changes. Ginandes *° 
(1935) emphasized the presence of increased monocytes in the blood, 
in this disease. He also cultivated Staphylococcus aureus from the 
conjunctiva and from the cutaneous vesicles. Elson '® (1937) described 
a treatment for erythema exudativum multiforme assuming that it was 
a disease caused by an intrinsic allergic toxin. He stated that there 
are two types of erythema exudativum multiforme, one being of short 
duration and the other of long duration. Bregman ** reported a case 
of erythema multiforme which he had treated with sulfanilamide appar- 
ently with good results. Edgar and Syverton** in 1938 described 
2 cases of erythema exudativum multiforme associated with ophthalmia 
and stomatitis. A biopsy of the skin was performed which showed 


12. Stevens, A. M., and Johnson, F. C.: New Eruptive Fever Associated with 
Stomatitis and Ophthalmia, Am. J. Dis. Child. 24:526 (Dec.) 1922. 

13. Wheeler, J.: Destructive Purulent Ophthalmia Accompanying Eruptive 
Fever and Stomatitis, Am. J. Ophth. 13:508, 1930. 

14. Bailey, J. H.: Lesions of the Cornea and Conjunctiva in Erythema Exuda- 
tivum Multiforme (Hebra): Report of Three Cases with Grave Ocular Sequelae, 
Arch. Ophth. 6:362 (Sept.) 1931. 

15. Ginandes, G. J.: Eruptive Fever with Stomatitis and Ophthalmia: Atypical 
Erythema Exudativum Multiforme (Stevens-Johnson), Am. J. Dis. Child. 49: 
1148 (May) 1935. 

16. Elson, L. N.: Treatment of Erythema Multiforme Exudativum, Urol. & 
Cutan. Rev. 41:812, 1937. 

17. Bregman, A.: Treatment of Erythema Multiforme Exudativum with Sulf- 
anilamide: Report of a Case, Arch. Dermat. & Syph. 38:623 (Oct.) 1938. 

18. Edgar, J., and Syverton, J. T.: Erythema Exudativum Multiforme with 
Ophthalmia and Stomatitis: Report of Two Cases in Children with Certain Obser- 
vations on Histopathology and Animal Inoculation, J. Pediat. 12:151. 1938. 
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the characteristic pathologic lesion. An attempt to demonstrate inclu- 
sion bodies was unsuccessful. Keil (1940) thoroughly reviewed the 
disease, stating the belief that it was a clinical entity associated with 
certain specific systemic features. That same year Ester Gronblad *° 
pointed out the relationship of erythema exudativum multiforme of 
ocular type to other conjunctival diseases producing essential shrinkage. 
She suggested a toxic cause precipitating an attack, usually in the form 
of some internal medication. Givner and Ageloff *! reported 3 cases 
called ‘“‘Stevens-Johnson Disease” with complete visual recovery. They 
corroborated reports of benefits derived from the sulfonamide drugs. 
They also emphasized the presence of Staph. aureus recovered from 
the conjunctiva and vesicles. However, they failed to grow any virus 
on chick embryo. They, again, emphasized the increased monocyte 
count., Givner and Ageloff mentioned the use of cod liver oil locally 
along with the liberal use of vitamin B and C, but did not state whether 
the whole vitamin B complex was used or only fractional constituents. 
No comment was made concerning the nature of the diet nor was there 
mentioned evidence of avitaminosis systemically in these persons. 


REPORT OF CASES 

Case 1—A 28 year old colored man was admitted to the hospital on Jan. 10, 
1942, with the chief complaint of sore throat and cough, of one week’s duration. 
The only significant physical findings were an injected pharynx and many sibilant 
and sonorous rales throughout the chest. A diagnosis of acute tracheobronchitis 
was made and treatment instituted accordingly. 

The following day his temperature rose to 104 F. and excessive cough developed. 
There was dulness over both lower lobes of the lungs associated with many 
crepitant rales, most evident over the right lower lobe. His white blood count 
was 12,750 per cubic millimeter with 88 per cent polymorphonuclear cells, 7 per 
cent lymphocytes and 5 per cent monocytes. From these findings a diagnosis of 
pneumonitis at both bases was made. The patient was given sulfathiazole with 
an initial dose of 4 Gm., followed by 1 Gm. every four hours. His temperature 
remained between 103 and 104 F.; the pulse rate 128 per minute and the respiration 
28 per minute. On February 14 a few hemorrhagic blebs developed on the chest 
and extensor surface of the forearms. Sulfathiazole was discontinued in view of a 
possible reaction to the drug. On February 15 many vesicular lesions appeared 
on the face, ears and hands. There was decided conjunctivitis. The nose 
was somewhat swollen; the lips were fissured and bleeding; the pharynx was 
injected; many hemorrhagic areas were present on the gums and palate, and small 
ulcerative areas were present over the entire buccal mucous membrane. Three 


19. Keil, H.: Erythema Exudativum Multiforme (Hebra): <A Clinical Entity 
Associated with Systemic Features, Ann. Int. Med. 14:449, 1940. 

20. Gronblad, E.: Ocular Associations of Diseases of the Skin, in Ridlev, F., 
and Sorsby, A.: Modern Trends in Ophthalmology, London, Butterworth & Co., 
Ltd., 1940. 

21. Givner, I., and Ageloff, H.: Stevens-Johnson Disease with Complete 
Visual Recovery, New York State J. Med. 41:1762, 1941. 
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consecutive smears of the oropharynx for Vincent's spirillum failed to disclose the 
presence of that organism. A diagnosis of erythema multiforme with typical iris, 
us and mucous membrane lesions was made at this time, confirmed by the 


dermatologist. 

Further inquiry was made into the previous personal history of the patient 
In April 1938, he was confined to bed for several days with a sore throat, a 
mucocutaneous eruption and a severe cough. The patient was told that he had small- 
pox, for which he was quarantined. Inquiry was also made as to his diet, and it 
was learned that his food consisted chiefly of bread, milk and corn and rarely meat, 
fruits and vegetables. 

As the similarity of the patient's oral lesions to those seen in pellagra, was 
recognized, he was given nicotinamide in doses of 100 mg. tablets four times daily. 

The eves disclosed a definite sparseness of the cilia of both lids of both eyes. 
The few lashes that were present were irregular in size and varied as regards 
direction of growth. A fair amount of secretion was present in the cul-de-sac and on 
the eyelashes. The bulbar conjunctiva was decidedly injected, the palpebral mod- 
erately so. The media were clear and the fundi were normal. The ocular picture 
suggested acute conjunctivitis associated with an upper respiratory infection 
Warm boric acid compresses three times a day and a 20 per cent dilution of mild 
protein silver (Argyrol), 2 drops three times a day, were suggested. 

When the patient was examined forty-eight hours later the eyelids were moder- 
ately edematous and the skin of the region of the entire lower lid was excoriated 
and had fallen off in patchy areas, producing a “geographic” appearance of bleeding 
red islands punched out prominently in a semicircular edematous lower lid. There 
were many small, bleeding angry-looking irregular areas. The margin of the lids 
was pulled away from the globe because of the weight of the fluid and because 
bilateral ectropion appeared to be developing. The conjunctivas, both bulbar and 
palpebral, were much more involved than on the previous examination; the cornea, 
however, was absolutely clear, and no involvement of the media or fundus was 
observed. There was a herpetic lesion on the lid and about the external nares, 
extending down to the lips. When viewed “in toto” the picture suggested that a 
drug had been used in the eye to which the patient was sensitive, and that there 
had been an extension of this sensitizing process through the nasolacrimal duct 
into the nose and into the nasopharynx, external nares and lips. However, the 
appearance of a specific cutaneous eruption at this time called to mind the presence 
of a generalized disturbance of the mucous membranes. The mild protein silver 
was discontinued, and the patient was given a 3 per cent dilution of homatropine 
hydrochloride solution, 1 drop in each eye three times a day, together with hot 
boric acid compresses and boric acid ointment. The patient was watched carefully 
for formation of adhesions of the conjunctivas and for corneal involvement. 

From the onset photophobia and lacrimation were predominant symptoms. At 
no time was there any follicle formation or areas of localized hemorrhage or 
necrosis. 

The appearance of the lids did not vary perceptibly in the first week, although 
the possible development of adhesion and ectropion seemed to suggest itself. The 
original bleeding lesions of the lid were well encrusted within five days after the 
onset. The eyelids, which previously had drooped considerably, began to be opened 
more widely and the tendency toward ectropion rapidly disappeared. 

The patient's temperature fell to normal on the seventh day of his hospital 
stay and remained normal thereafter. On February 23, he appeared to be greatly 
improved. Circinate lesions were observed on the face, legs, forearms, chest and 
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hands. The scrotal involvement was unchanged. There was no adenopathy. Th 
eves showed great improvement. The patient was able to open his mouth without 
causing blood to ooze. The lips were smooth. The lesions on the tongue and 
mucous membranes seemed to be regressing. The patient's appetite continued t 
improve as his cough became less disturbing. On March 4, the lesions in the 
mouth, involvement of the conjunctiva and scrotal edema had completely subsided 
The lesions on the hands, chest, feet and face showed signs of desquamation. There 
were only a few sibilant and sonorous rales in the right lower thoracic region. 
The patient was maintained on nicotinamide from February 14 until the time 


of his discharge, receiving 400 mg. by mouth daily. 


Case 2.—The patient was a 22 year old Indian whose chief complaint was sore 
mouth, throat and tongue and a moderately severe cough. The symptoms started 
three days before his admission to the hospital on May 10, 1942. At the onset the 
patient also suffered from photophobia and lacrimation of both eyes, difficulty in 
swallowing and inability to open his mouth widely. The physical examination 
disclosed a well built adult man apparently uncomiortable, being unable to talk, 
swallow or open his mouth. The eves appeared to be rather sensitive to light. 
\ sticky secretion was visible at the margins and inner carthus of each evelid 
The inner surface of each lower lid was red and coated by a thin sanguineous layer 
There was no follicle formation but a “heefy” congestive appearance. When the 
upper lids were everted a horizontal white band, vaguely resembling Artl’s line 
seen in trachoma, appeared to stand out in striking contrast to the red conjunctival 
background. The bulbar portion of the conjunctiva was mildly injected. The slit 
lamp examination added no new observations. 

On forced opening of the mouth, many ulcerated and hemorrhagic areas were 
seen in various parts of the mucous membrane, including the buccal, lingual, 
pharyngeal and palatine surfaces. These areas were spongy, exudative and hemor 
rhagic. With a new technic of examination in which the slit lamp microscope and 
slit lamp beam of light were used, it was possible to examine the mucous membrane 
of the gums and tongue. These structures showed some particutarly interesting 
and characteristic features. About 1 mm. from the edge of the gums, just before 
that structure reaches the tooth, the tissue appeared suddenly to become elevated. 
The mucous membrane was hyperemic due to the great increase in number of 
capillary loops which stood out like little red pinheads. Some of these loops 
could be seen running along for a short distance almost to the edge of the gum. The 
small lingual folds located on the under surface of the tongue just lateral to the 
large veins particularly illustrated the increased hyperemia manifested by excessive 
capillary lcop formation in these folds. 

In the nose there were many ulcerative and bleeding lesions of the mucous 
membrane. Excoriations extended onto the cutaneous area of the upper lips, which 
were created by a serum-like and hemorrhagic coating. Typical iris lesions 
were present on the skin of the face, ears, forearms, chest and feet. In forty-eight 
hours these elevations, which became bullous, ruptured, producing ulcerative 
surfaces. The patient was referred to the dental department, where a diagnosis of 
Vincent’s angina was made. At the time he was referred to the eye department he 
had been receiving the routine local therapy, consisting of saline and perborate 
mouth washes, of gentian violet medicinal applications and local massage therapy. 
On recognition of the disease as erythema exudativum multiforme, it was suggested 
that all local therapy be discontinued, and that the patient be given only nicotinic 
acid orally (400 mg. daily) for three days and a diet adequately reenforced with 


vitamins if he was able to consume such a diet. The blood count showéd 10,400 
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white blood cells, with 85 per cent polymorphonuclears, 6 per cent monocytes and 9 
per cent lymphocytes. 

When the patient was again seen after forty-eight hours the temperature was 
98.6 F. He was able to open his mouth widely so that the rapidly healing ulcers 
could be seen. gIhere was little residue of conjunctival, buccal, nasal and gingival 
inflammatory manifestations. His appetite had returned, and his mental attitude 
showed a striking “pick up.” There was no soreness of tongue, throat or gums. 
The microscopic capillary loops of gums and tongue were much less prominent. 
The cutaneous lesions, although still present, were no longer in an acute phase. 
In another forty-eight hours under the same therapy the patient felt completely 
well, and all the previously reported lesions were well on the road to complete 
disappearance. 

Case 3.—A 23 vear old man had been treated at the dental clinic for one week 
because of an infection of the mouth which was believed to be Vincent’s angina. 
There were many lesions of the mucous membrane of the mouth, pharynx, tongue 
and throat, containing a small ulcerated central zone and a surrounding area of 
hyperemia. The edge of the gum margin showed an area of elevation and increased 
vessel loop formation, much like that described in case 2. The results of the slit 
lamp study in this case conformed in all details to that of the second case except that 
they were much less severe. The lingual folds of the tongue showed a condition 
identical with that described in the second case. Three days after treatment had 
been instituted at the dental clinic a cutaneous eruption appeared on the face, 
extensor surface of the forearms, the chest and the thighs. The patient was 
referred to the dermatologic clinic at this time, and a diagnosis of erythema 
multiforme was made. Because of the patient’s inability to open his mouth and 
swallow food, he was admitted to the hospital. On the initial examination it was 
found that the patient had a temperature of 101.4 F., and that the lesions of the 
mouth and skin had progressed. Although the patient had no complaints referable 
to his eyes, examination disclosed a definite congestion of the conjunctiva with 
some secretion occupying the inferior cul-de-sac of each eve. The congestion 
primarily involved the palpebral rather than the bulbar conjunctivas and was of 
rather mild character. There was no definite sensitivity to light, for the cornea 
was uninvolved. In the next three days the patient's eye became somewhat more 
reddened and the lid margins became encrusted from the ocular secretions. 

Immediately on entrance into the hospital, the patient was given nicotinic acid 
orally (400 mg. daily). Intake of liquids was increased, the aim being to give 
him fluids rich in vitamins and at the same time not difficult to swallow. After four 
days there was decided improvement in the patient’s general condition. The lesions 
of the oral mucous membrane had almost entirely disappeared, and the cutaneous 
lesions were well on the way to complete healing. The microscopic examination of 
the gingival and lingual tissues viewed through the slit lamp showed a decrease 
in the number of capillary loops and a definite reduction in the amount of swelling 
in the area near the teeth. The patient was discharged from the hospital at the 
end of six days with the lesions of the mucous membrane apparently cured and 
with almost complete disappearance of the disturbance of the skin. 

In this case no other medication was used except a saline gargle for forty-eight 
hours, to see what effect the use of nicotinic acid alone would have on the muco- 
cutaneous lesions. At the end of this period the temperature was normal, the 
mouth was in no way uncomfortable and the cutaneous lesions were beginning to 
respond. ‘The blisters of the skin were already dry. 
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COM MENT 


The treatment of erythema exudativum multiforme in the past has 
been varied and largely empiric. In reviewing the literature of the 
past fifteen years it becomes evident that an extremely great number 
of drugs have been employed, each the particular favorite of the author. 
The majority of remedies used were largely of supportive nature. With 
the advent of chemotherapy, the sulfonamide drugs may act like an 
allergic toxin in precipitating this symptom complex, and so chemo- 
therapy has not played any major part in the new knowledge of therapy 
for erythema exudativum multiforme. Kiel, however, stresses its prophy- 
lactic benefits in warding off hypostatic pneumonia in the elderly patient 
suffering from this disease. ; 

The newest and least exploited form of therapy introduces use of 
vitamins for this generalized mucocutaneous disease. For the most 
part the therapy has been given without specific or rational indication 
except as a general supportive agent. Because of this varied therapy, 
and, as we have previously mentioned, because of the similarity of 
some of the lesions of the mucous membranes in erythema exudativum 
multiforme to those seen in avitaminosis B, the use of large doses of 
nicotinic acid immediately suggested itself as a rational therapeutic 
procedure. For this reason the patients were given 100 mg. of the 
aforementioned vitamin four times a day. As supportive measures 
they received liquid nourishment in large quantities. Within an 
extremely short time a striking improvement was noted, especially 
as manifested by the lesions of the mucous membranes. The patients 
soon showed an improvement in their mental condition, changing 
rapidly from the semilethargic state to one of actual alertness. Anorexia 
was rapidly replaced by ravenous appetite and an interest in the sur- 
roundings developed along with a desire to get out of bed. The cuta- 
neous lesions showed rapid regression, and interestingly enough the 
new crop of lesions left no visible sequelae. In each eye symptoms 
abated entirely within a few days, except for the presence of scarlike 
formation of the upper lids. When the lids were averted in cases 
1 and 2 a small semilunar scar running the length of the lid was seen. 
The normal parallel rows of the meibomian glands were absent. The 
lids presented the essential shrinkage of the conjunctiva which is the 
important clinical finding in this modified ocular picture. In case 1, 
three weeks after the onset of the illness a section of tissue was removed 
from the right upper lid for purposes of pathologic study. This section 
was taken through the entire thickness of the lid except the skin and 
was selected through an area of visible scar formation on the inner 
surface of the lid. The report on the pathologic section follows. 


106 ARCHIVES -OF DERMATOLOGY AND SYPHILOLOGY 


The specimen consisted of a piece of opaque, fibrous tissue measuring 
6 by 2 by 2 mm. There was partial desquamation of the conjunctival 
epithelium. The subepithelial tissues were edematous and infiltrated 
predominantly by lymphocytes. Occasional eosinophils were seen. 
Capillary proliferation was present. There were a slight chronic inflam- 
matory cell infiltration of the tarsal plate and some dilatation of the 
meibomian glands. 

The diagnosis was chronic, severe, nonspecific inflammatory reaction. 

Keining and Oldach ** have shown in a series of 24 cases of charac- 
teristic erythema exudativum multiforme that the use of nicotinamide 
is a decided improvement in our dermatologic armamentarium. Aiter 
two and sometimes after three intramuscular injections of nicotinamide, 
decided regression of the symptoms was noted both systemically and 
locally. Rarely did it take as many as six or seven injections. Ampules 
containing 1 cc. were used, 3 cc. being given at each dose.** The authors 
also advocated the continuance of the drug long after subsidence of 
symptoms so that no recrudescence would occur. 


SUMMARY AND CONCLUSIONS 

1. Erythema exudativum multiforme is a single clinical entity, which 
may involve the skin and any of the mucous membranes and should not 
be separated into symptom complexes. 

2. At the onset a difficult diagnostic problem may present itself, 
because of the resemblance of this disease to other diseases. 

3. Erythema multiforme evidently has some relationship to avita- 
minosis B, especially to lack of nicotinamide. ‘ 

4. Nicotinamide should be given in massive doses to secure the best 
results. The symptoms of adequate dosage are usually manifested by a 
flushing of the skin, a feeling of warmth, slight dizziness and a sense of 
alertness. 

5. In the mild conjunctival type of ocular involvement there is present 
an essential shrinkage of the conjunctiva. Recurrences are common 
unless the high vitamin concentration is continued even after recovery. 

6. In cases in which the patient is not able to take the medication 
orally, nicotinamide should be given intravenously or intramuscularly in 
similar dosage. 

7. The importance of slit lamp examination and nature of the lesions 
of the mucous membrane in this condition is stressed. 


22. Keining, E., and Oldach, F. A.: Behandlungsergebnisse mit Nikotinsaure- 
amid bei multiformen Erythemen, Dermat. Wchnschr. 112:285, 1941. 


23. Merck’s preparation was used. 
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ERYTHEMA STREPTOGENES 


W. L. DOBES, M.D. 
AND 
JACK JONES, M.D. 
ATLANTA, GA. 


TREPTOCOCCIC dermatoses are numerous and have been 

described by various investigators under various names. The 
majority of the streptococcic dermatoses are characterized by abundant 
exudation of serum during some phase of the disease (impetigo, 
streptococcic intertrigo, perleche, ecthyma, streptococcic dermatitis and 
others). Dry scaling without exudation may affect the auditory 
canal.* Sutton and Sutton ® in their textbook briefly mentioned the 
chronic dry type of streptococcus infection which is seen on the face 
in the form of furfuraceous patches of circular or irregular outline, 
practically asymptomatic except for the branny desquamation. This 
eruption apparently parallels the pityriasis simplex of the face, called 
by the French authors dartres volantes. These are seen chiefly in 
children and in former times were regarded as evidence of a strumous 
diathesis. The lesions are circular or oval, superficial, well defined and 
covered with fine branny scales. Impetigo pityroides* is occasionally 
seen toward the end of an attack of ordinary impetigo, and one may see 
in the same patient all stages of the disease, from the crusted oozing 
lesions to the dry scaly patches which resemble pityriasis simplex. 

For several years a dry, chronic dermatosis has been observed among 
the Negro population in the southern states. Patients with this derma- 
tosis are seen frequently in the dermatologic clinics of the Negro division 
of Grady Hospital. The dermatosis is commonly referred to as “erythema 
streptogenes.” A survey of the literature shows no reference to a 
disease under this name. 


From the Department of Dermatology, Grady Hospital (Negro division), 
Emory University School of Medicine. 

1. (a) Chipman, E. D.: Streptococcic Dermatoses, Arch. Dermat. & Syph 
(Oct.) 1921. (b) Kinnear, J.: Brit. J. Dermat. 48:173, 1936. 

2. Mitchell, J. H.: Streptococcic Dermatoses of Ears, J. A. M. A. 108:361 
(Jan. 30) 1937. 

3. Sutton, R. L., and Sutton, R. L., Jr.: Diseases of the Skin, ed. 10 
St. Louis, C. V. Mosby Company, 1932, p. 902. 

4. Barber, H. W.: Lancet 2:35, 1935. 
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CLINICAL COURSE 

Erythema streptogenes appears in young children, both Negro and 
white, but more frequently in Negro children. Adults may be affected. 
The primary lesion appears as a macule, or a mild form of dermatitis 
may be present. The dermatitis is fairly well circumscribed and asymp- 
tomatic in most cases. Some children complain of itching and burning 
which is not severe. The areas which are usually affected are the 
cheeks, the forehead or other parts of the face. The eruption rarely 
appears on other parts of the body. The redness usually subsides within 
one to two weeks, and the areas involved become scaly and wrinkled and 
partial depigmentation slowly appears (fig. 1). As the depigmentation 
becomes more pronounced, the scaling and wrinkling become lessened. 


Fig. 1—Erythema streptogenes. Lesions around mouth show slight erythema, 
fine scaling and early partial depigmentation. Duration is two and _ one-half 
months. Lesion on forehead shows no erythema. The depigmentation is more 
advanced. Duration is three and one-half months. Cultures from both sites yielded 
the hemolytic streptococcus. 


Within two to three months only a circumscribed patch of partial 
depigmentation is present, which is slightly scaly (fig. 2). In early lesions 
the borders are ill defined, but in the later stages these are more pro- 
nounced. The patch of partial depigmentation remains stationary and 
unchanged indefinitely (fig. 3). Peripheral spread is unlikely once the 
erythema has subsided. The depigmented areas resemble those of 
vitiligo ; however, the depigmentation of vitiligo is more pronounced and 
sharply defined. The borders of the lesions of vitiligo usually show some 
hyperpigmentation. The lesions of erythema streptogenes remain smooth 
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Fig. 2—Erythema streptogenes. Small areas of partial depigmentation fused 
to give the mottled appearance. The eruption is beginning to clear under treatment. 


Fig. 3—Small areas of partial depigmentation (1 to 5 mm.). 
depigmented patches has not changed for the past eight months. 


The size of the 
The culture was 


positive for the hemolytic streptococcus. The eruption cleared with treatment. 
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or else a fine branny scale is present, which is best seen with a magni- 
iving glass. The depigmented patches may persist for several years 
(fig. 4). Rarely, they subside without treatment after several months’ 
duration. The general health of the patient is not affected. 


Fig. 4.—A single depigmented scaly patch. _The duration was one year. Cul- 

tures yielded hemolytic streptococci and beta hemolytic Staphylococcus aureus. 
ETIOLOGY 

During the past years several scrapings of the lesions have been 
made and a streptococcus was usually found. No records of these find- 
ings were made. During the past few months 7 cases of clinically typical 
eruptions were chosen at random, and cultures from scrapings of the 
lesions were made. The scrapings were cultured on Sabouraud’s medium 
as well as blood agar and thioglycolate medium. In some of the cases 
repeated cultures were required before a positive growth was obtained. 

Five of the 7 patients yielded hemolytic streptococcus on culture. 
One of these gave a growth of hemolytic Staphylococcus aureus in addi- 


Classification of Cultures from Seven Patients 


Patient Age, Duration, 


Number Years Months Culture 

1 7 6 Hemolytic streptococcus 

2 12 3 Hemolytie streptococcus 

3 18 12 Hemolytic streptococcus, hemolytic 

Staph. aureus 

+ 12 18 Hemolytie streptococcus 

5 25 8 Hemolytic streptocoecus 

6 9 8 No growth (repeated cultures) 
7 10 12 No growth (repeated cultures) 

. 
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tion to the streptococcus. Cultures for the other 2 patients did not pro 
duce a growth. On several cultures there grew saprophytic fung1 


( Aspergillus and hormodendrum ), but no pathogenic fungi were found. 


Scrapings were negative for Malassezia furfur in all cases. 


HISTOPATHOLOGY 

Unfortunately, the cases of early dermatitis, which precede the 
depigmentation, are rarely seen and are usually not properly diagnosed. 
It appears that a biopsy during this stage would reveal the usual changes 
associated with a superficial dermatitis. ‘The earliest biopsy specimen 
that we have been able to obtain was from a scaly depigmented patch 
which was present for about two and one half months. The slide was 
examined by Dr. Fred Weidman, who reported his observations as 


follows: 


Almost all pigment has disappeared, certainly for a Negro person. The 
reaction here is expressed, first, in the form of epithelial hyperplasia not alone 
in the epidermis but also in the hair follicles ; second, in the form of the perivascular 
round cell infiltration (moderate), and, finally, in the form of parakeratotic changes 
on the surface. A high grade edema is added to the epithelial hyperplasia and 
parakeratosis. This edema affects both the epidermis and the subpapillary part 
of the corium. 


A biopsy in a case of six months’ duration showed similar changes 
but not so acute as those described in the first case, of two and one halt 
months’ duration. 

Biopsy of a depigmented smooth lesion of one year’s duration was 
reported by Dr. Weidman as follows: 


The epidermis is normal in all respects. The character of the pigment is normal 
in all respects and normal in amount, at least on the basis of that of a white 
person. After that, the question of pigmentary abnormality must rest on the degree 
ot “brunettism” in this particular patient. The most spectacular feature on the 
cutaneous surface is a dilated follicular orifice, but its contents are of a loose type 
This speaks against a fundamentally keratosing process and more in favor of 
some passively dilating cause in the premises. 

In the corium there are not any spectacular changes. At one end of the 
section the collagenous bundles are widely separated as by edema, such changes 
being confined to the upper half of the corium. There are not any inflammatory 
cellular infiltrations of any importance associated with this area. The latter cellular 
infiltrations are distributed from end to end in the section, when present at all, 
and occur as usual around the blood vessels. 

Hair follicles appear to be normal. Sweat and sebaceous glands were not 
included in the sections studied. Only lymphocytes are concerned in the cellular 
infiltrate. 

TREATMENT 

One of us (J. J.), who has seen and treated numerous patients in 
the clinic as well as in private practice, prefers to use a crude coal 
tar ointment. In the dermatologic clinics juniper tar and ammoniated 


mercury ointment (ten per cent) are being used. All these drugs seem 
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to be effective if properly used. The patients are instructed to rub the 
salve into the lesions vigorously twice a day. The tar ointment is used 
until the pigmentation starts recurring. This usually takes three months. 
When ammoniated mercury ointment is used, a month’s treatment is 
prescribed and then a rest period of two months. At the end of this time 
the pigment usually begins to reappear in the lesions. The ammoniated 
mercury ointment acts as a bleaching agent in some cases and therefore 
may prove not as desirable as the crude coal tar or the juniper tar. 


PROGNOSIS 

We have not seen any cases in which the disease did not respond to 
treatment if the salves were properly applied over a prolonged period. 
It seems essential that the treatment be continued for several weeks. 
In clinical practice the proper instructions are often not carried out, and 
failures should be expected. 

COMMENT 

The persistence of infection in the superficial layers of the skin is 
among the curious occurrences in dermatology. The commoner infec- 
tions of this type are those caused by fungi. Tinea versicolor is a con- 
crete example. 

In 1923,° 1924 ° and 19257 Dr. Howard presented several cases 
of partial depigmentation, chiefly of the face, in Negro children. The 
lesions started as red spots. In one to two weeks branny scaling would 
appear, but the lesions would gradually become smooth and partially 
dipigmented. Cultures were negative for fungi. No bacterial growth 
was reported. The description of these lesions would well fit in with 
the disease that we have described as erythema streptogenes. Dr. Fox, 
in a personal communication, stated that he has seen the same clinical 
picture especially in dark-skinned persons (Negroes and Indians) in the 
West Indies and tropical parts of South America. 

In 1924* V. Pardo-Castello and M. Martinez Dominguez described 
an eruption which affects the face and neck in the form of irregular 
macules and patches, slightly inflammatory, slightly scaly, of a dirty 
white color and somewhat itchy. The disease affects chiefly the face, 
particularly the cheeks, forehead and sides of the neck. The scales are 
furfuraceous, like fine dust adherent to the surface. The older lesions 


5. Fox, H.: Partial Depigmentation, Chiefly of the Face, in Negro Children, 
Arch, Dermat. & Syph. 7:268 (Feb.) 1923. 

6. Fox, H.: Partial Depigmentation of the Face of a Negro, Arch. Dermat. 
& Syph. 10:78 (July) 1924. 


7. Fox, H.: Partial Depigmentation of the Face and Arms, Arch. Dermat. 
& Syph. 12:753 (Nov.) 1925. 
8. Pardo-Castello, V., and Martinez Dominguez, M.: Achromia Parasitaria, 


Arch. Dermat. & Svph. 9:82 (Jan.) 1924. 
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are devoid of scales. The lesions develop rapidly. The spread is con- 
siderable in a few days and may cover the body in a few weeks. An 
aspergillus was isolated in 6 of 36 cases. However, the importance of 
finding this common saprophyte is questionable in regard to the causa- 
tion. The name attached to this eruption was achromia parasitaria. It 
was resistant to treatment, although in some instances it responded to 
strong parasiticidal remedies. 

Some of Pardo-Castello’s cases compare well with our cases of 
erythema streptogenes. However, erythema streptogenes seems to spread 
slowly and rarely is widespread. We have seen several cases of partial 
depigmentation of the skin which covered extensive areas, was of long 
standing and failed to respond to treatment. No bacteria or parasitic 
fungi could be cultured. To these cases we still attach the term “achromia 
parasitaria.” 

The question arises as to whether the streptococcus found in these 
lesions plays a dominant or a contributory part in the production of 
the lesion. 

Haxthausen * was able to find streptococci on normal skin in 7 out 
of 92 Persons. Sabouraud ?° contended that the streptococci obtained 
from normal skin can never be considered as saprophytes. Further 
confirmation of this conclusion is given by the work of Dold,'! who 
divided the reactions of laboratory animals to streptococci into three 
types: (1) erythema, more or less extensive with absence of infiltra- 
tion; (2) severe inflammatory reaction, with infiltration and sharp 
demarcation of deep chronic necrotic process, and (3) rapidly extending 
cellulitis, with death of the animal within a few days. \With these three 
types of reactions in mind, the Levines and Rabinowitch ** investigated 
the pathogenicity of streptococci isolated from the normal skin of 15 per- 
sons. Of these strains twelve produced a reaction of tvpe 1, and three 
strains produced a reaction of type 2. The conclusions arrived at were 
as follows: 

1. Streptococci on the normal skin of persons in good health can 
never be considered as saprophytic. 

2. There is a difference in the virulence of streptococci found on the 
normal skin. 

The persistent finding of a hemolytic streptococcus in erythema 
streptogenes is undoubtedly a clue favoring this organism as the etiologic 
agent. The streptococcic dermatitis as described by Kinnear ™ yielded 
a nonhemolytic streptococcus. 


9. Haxthausen, H.: Ann. de dermat. et syph. 8:201, 1927. 

10. Sabouraud, R.: Ann. de dermat. et syph. 8:321, 1927. 

11. Dold, H.: Zentralbl. f. Bakt. (Abt. 1) 127:367, 1933. 

12. Lévine, E. M.; Lévine, J. M.; Lévine, M. M., and Rabinowitch, M. S.: 
Ann, de dermat. et syph. 5:849, 1934. 
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Sabouraud suggested that all epidermic streptococcus infections which 
have not already been given a definite classification should be called 
streptococcides eczématiformes. The term “erythema streptogenes”’ 
was employed in this paper because the name has been used in our 
locality for many vears when one ts referring clinically to the described 
disease ; erythema, not a frank dermatitis, was the presenting feature. 
Kven though erythema is only of short duration, it apparently always 
precedes the depigmentation. ‘The disappearance of pigment 1s common 
to a number of inflammatory dermatoses when they are in the more 
acute stages. Dr. Fred Weidman commented personally to us that, 
observed histologically, when the epidermal cells were pre «ccupied, SO 
to speak, with their business of proliferating, the normal and usual 
function of pigment production was often held in abeyance, and that 
this also holds true clinically. Those of us who trequently deal with 
dermatologic problems in the Negro race realize that a postinflammatory 
depigmentation 1s of rather common occurrence. In erythema strep 
togenes the streptococcus is apparently the exciting agent ; however, the 
depigmentation should not be regarded as peculiar to the action of the 
streptococcus. 

The fact that cultures of materials from 2 patients who had their lesions 
for eight and twelve months respectively failed to yield pathogens was 
interesting. Clinically the lesions were typical. The biopsy report 
for 1 patient who had the eruption for one year was given. This report 
as given showed essentially a normal picture. Only a slight non- 
inflammatory edema of the corium was present. This particular case 
is also the one in which the culture was negative. The eruption was 
treated with juniper tar (10 per cent) and cleared up in three months. 
From these observations one would expect the eruption to have been 
receding at the time that treatment was begun. Erythema streptogenes 
is a chronic dermatosis, but in some cases it is apparently self limited 
and disappears after several months or several years’ duration even if 
not treated. The negative cultural and microscopic observations would 
support this clinical observation. 

SUM MARY 

1. A streptococcic dermatosis is described which is characterized by 

erythema followed by partial depigmentation. A hemolytic streptococcus 


is regarded as the etiologic agent. 


ADDENDUM 
Four additional cultures grew hemolytic streptococci in 1 case, hemolytic 
Staph. aureus in 1 case and hemolytic Staph. albus in 2 cases. The staphylococcus 
may also prove to be a factor in this disease. Tyrothricin ointment was found very 


effective as a treatment in 2 cases. 


514 Doctors Building. 
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EXAMPLE OF NEED FOR DERMATOLOGIC PUBLICITY OF 
DEVELOPMENTS IN RADIOLOGIC PHYSICS 


JOHN C. BELISARIO, M.B., Ch.M. 


SYDNEY, AUSTRALIA 
AND 


ROBERT E. PUGH Jr., B.A. 
PASADENA, CALIF 


EKRMATOLOGISTS throughout the world should profit) from 

the discussion prompted by Dr. C. E. Eddy’s article in the April 
1944 number of the ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 
on “Calibration of X-Ray Equipment for Superficial Therapy,” in which 
he criticizes certain statements we made in our paper on “Threshold 
erythema Dose of Roentgen Rays” published in this same journal in 
March 1942. 

We stated that one of us (Belisario) had purchased a Victoreen 
dosimeter in the United States, and that it had been calibrated at the 
factory, again in Los Angeles and finally in Sydney, and that all com- 
parisons agreed within a few per cent. We stated that “apparently for 
the first time a direct check of the dosage in Australia was obtainable 
for comparison with that employed in the United States, at least as 
far as the physical measurements are concerned,” and that the con 
clusions of our paper would not be subjected to the criticisim by clini- 
cians that possibly the measurement of dosage might have varied in the 
ditferent countries covered by the survey. 

Dr. Eddy’s thesis was that the international roentgen unit had been 
satisfactorily established to within 0.5 per cent in Australia by 1937; 
that a well staffed, well equipped organization was prepared to calibrate 
x-ray equipment in the field under the auspices of the (Australian ) 
Commonwealth Department of Health, and that the availability of this 
service had been widely publicized, as evidenced by his dozen or so 
citations from the literature. 

The first comment we should like to make, and which we hope will 
be of benefit to all dermatologists, is that not a single one of the refer- 
ences which Dr. Eddy cited could be reasonably assumed to be available 
to dermatologists—all of the references were to journals concerning 
radiology, cancer or physics. Medicine has become so_ specialized, 
and developments in each specialty are so numerous, that a physician 
cannot possibly cover much more than the literature in his 
own field. We hope, therefore, that this incident will result in making 
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available in the dermatologic journals all physical developments with 
which dermatologists should be familiar; this applies to the United 
States and other countries, as well as to this specific Australian instance 
in question. When the survey was made in Australia (1938) many 
of the dermatologists had not had a physical calibration of their equip- 
ment, very few had dosimeters, and they were not aware of any facili- 
ties for having this service performed for them. 

The second point we wish to emphasize is that the very purpose of 
our paper was to discuss the relationship between the biologic reaction 
to the erythema dose and the physical dose measured in “roentgens.”’ 
The fact that dermatologic radiation therapy practice was originally 
established more or less on the foundation of the erythema dose made 
a correlation between this biologic unit and the physical dose determina- 
tion in ‘“‘roentgens’”’ most desirable in making the transition between 
the two methods. 

The relative simplicity of irradiation in dermatology, compared to 
the complex problems of tissue doses at various depths which are 
encountered in “deep” therapy of deep-seated lesions, has resulted in 
neglect of the dermatologic field as far as radiation physics is con- 
cerned. The principal problem here is to determine the optimum surface 
dose which will achieve the desired result; this would be facilitated by 
a uniform dosage method, and we hoped that our paper would stimulate 
an interest in more exact data on dosage, directly or indirectly. Since 
the more difficult problems in radiation physics have been in the field 
of “deep” therapy (200 kilovolt range), most of the papers on this 
subject have been published in the radiologic journals. Dr. Eddy states 
that his “attention (was) directed to” our article, implying that he 
was not in the habit of reading the ARCHIVES OF DERMATOLOGY AND 
SYPHILOLOGY, just as dermatologists are not in the habit of reading 
the journals he cited in his references. 

We believe that the average dermatologic clinician would be reas- 
sured by our statement regarding the comparison of the clinical 
dosimeter in the field, when he was unaware of any more exact 
standards and facilities in Australia due to lack of publicity in his 
literature. Our paper was essentially clinical, and was intended to 
correlate the clinical biologic reactions with the physical dose as used 
in practice in the field, not a physical discussion of the “roentgen.” 

Dr. Eddy mentions that dermatologists in general accepted physical 
methods of measurement somewhat later than did “‘radiotherapeutists” ; 
since the latter term would apply to any physician using radiation 
therapeutically, presumably he is referring to radiologists and specialists 
in cancer who use radiation of higher voltage (200 kilovolt range) for 
the treatment of lesions at various depths in the body—not strictly sur- 
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face lesions, as in dermatologic practice. The fact that dermatology is 
concerned only with the surface makes it unnecessary tor the derma- 
tologist to have the same training in radiation physics that 1s required 
for the complex problems of high voltage therapy. For this reason it 
would not be logical to have the same type of papers on physical prin- 
ciples published in the dermatologic papers as appear in the radiologic 
journals, but we feel that developments of interest to them, announce 
ments, and an occasional less technical article on the physical principles 
applicable in surface radiation therapy should be made available to 
dermatologists. We wrote our article for the clinician and realized 
that it would appear oversimplified to a physicist, but due to the different 
backgrounds of the two fields the same article could hardly be equally 
suitable for both. 

Unfortunately Dr. Eddy’s article might be interpreted as implying 
a controversy; in reality, such a dispute is nonexistent. Actually four 
ditferent professions are involved in this subject of dosage, and all 
four are mutually interdependent, although not necessarily primarily 
interested in the same aspects of the subject: 

1. Dermatologists, who are practicing medicine, and treating disease 
in the skin and superficial layers of tissue in the human body by means 
of roentgen rays. 

2. Radiologists and specialists in cancer, who are practicing medi 
cine and treating disease throughout the body, including the cutaneous 
surface. 

3. “Clinical” radiation physicists, working in the field and advising 
the practicing physician in the accurate application of radiation in 
therapeutics and calibrating x-ray equipment; they must be familiar 
both with theoretic physics and with the problems of the physician 
who is not, and should not be expected to be, a professional physicist. 

4. Laboratory and theoretic physicists, in the standardization labora- 
tories, and similar institutions, who control the accuracy of the inter- 
national “roentgen” unit and maintain a standard (primary) against 
which clinical dosimeters may be compared under controlled conditions. 

One of us (J. C. B.) has corresponded at some length with Dr. 
Eddy, and this correspondence was seriously considered in preparing 
this article. We wish to emphasize that our statement was that Belisario 
obtained a “direct check of the dosage” in use in the two countries, 
not “the roentgen” as Dr. Eddy stated in his paper. The latter refers 
to the primary standard, of interest to profession no. 4, which is vital 
to international accuracy of dosage, and we are glad that the Australian 
facilities along this line have finally been publicized in a dermatologic 
journal. However, since dermatologists were apparently not previously 
aware of these facilities we believe that the operation of a single specific 
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dosimeter (secondary standard) by a single individual under identical 
conditions and technic on two continents would be reassuring to the 
clinical dermatologist in practice. It is to be hoped that Australian 
dermatologists will avail themselves of the facilities for calibration since 
no other method of dosage control affords comparable accuracy. 
Physicists would not be impressed by considerations of the erythema 
dose, but since dermatologists are only gradually, and fairly recently, 
tending to shift to physical measurement it has real meaning to them, 
and it would be vain to ignore it. Besides making pertinent physical 
developments available to dermatologists, they should also be informed 
of the basic rationale of radiation physics since otherwise allusion to such 
facilities and developments would mean little to them. Such information 
should be provided in suitable terminology, taking into considera- 
tion that the dermatologist’s surface irradiation does not necessarily 
require the same degree of understanding of radiation physics that 1s 
necessary for the complex problems of high voltage therapy. 


344 Malcolm Drive, Pasadena 2, Calif. 
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FAMILIAL BENIGN CHRONIC PEMPHIGUS 


Report of a Case 


HERMANN PINKUS, M.D. 
MONROE, MICH. 
AND 


STEPHAN EPSTEIN, M.D. 
MARSHFIELD, WIS. 


AMILIAL benign chronic pemphigus (Hailey and Hailey’s disease) 
is a rare dermatosis. Its cause is, as yet, not known. The following 
case 1s reported chiefly on account of the pathologic interpretation and 


the response of the lesions to therapy. 


REPORT OF CASI 


History.—Miss H. H., a white woman, aged 27 ,was referred to one of us (S. E.) 
on June 17, 1944, on account of a long-standing dermatosis cf the neck. 

Since childhood the patient had noticed a brown discoloration on both sides of 
the neck. For about eight years one of these areas usually had been sore. The 
eruption starts with little papules and blisters; later oozing occurs and crusts are 
formed. Some pruritus was constantly present. The lymph nodes of the neck 
were enlarged and tender during the time the eruption was active. For a few 
months of the year the lesions seemed virtually healed. This happened for the last 
time in the early months of 1944. Actually, the eruption never disappeared 
completely. 

A sister, 22 years of age, has a similar eruption, but milder. In the last two 
years she had shown only pigmentation. This sister was also examined and 
presented more or less sharply outlined pigmented areas on both sides of the neck. 

The patient presented sharply outlined lesions on both sides of the lower aspect 
of the neck. On the right side (fig. 1 4) there were numerous small blisters on top 
of erythematous areas. Some were filled with pus. Large crusted lesions were 
also present. These lesions occurred within an area of pigmentation. On the left 
side of the neck there was also pigmentation, and on top of it a somewhat infiltrated 
dermatitis resembling lichen simplex chronicus. This lesion was not so sharply 
outlined. The clinical picture was strongly suggestive of benign familial pemphigus 

The results of laboratory examinations were normal except for an eosinophilia 
of 6 per cent. 

Treatment and Course—The patient was first treated locally with sulfanilamide 
ointment. This did not clear up the eruption; in view of the suggestion that the 
disease might be related to dermatitis herpetiformis, the patient was given sulfa 
pyridine, 1 Gm. three times a day, later on, less. Under this treatment the lesions 
cleared up completely (fig. 1B). However, whenever the patient ceased taking 
From the Dermatopathologic Laboratory, Monroe Hospital, Monroe, Michigan, 
and the Department of Dermatology, Wayne University Medical College, and the 
Marshfield Clinic, Marshfield, Wis. 
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sulfapyridine for three days she noticed a burning and itching sensation and also a 
slight eruption at the usual sites. This always disappeared when she resumed the 
medication. In September 1944 sulfapyridine was discontinued and the skin became 
more itchy and a new eruption of blisters occurred. When seen on October 3 
several crusted lesions were present on the right side. A biopsy was performed, 
and it was found that the uppermost lavers of the skin came off with even slight 
pressure of a sharp knife. At that time treatment with vitamin A was started, 
100,000 units a day. The eruption cleared up again and has not recurred to the date 
of this report, although the patient has discontinued the vitamin A medication since 
December 1944. 

Pathologic Observations (H. P.).—The sections of skin (fig. 2) show normal 
epidermis in a few small areas which are at most two or three papillae wide and 
surround hair follicles and sweat ducts. The pathologic changes start at a sharp 
line and involve all epidermal layers except the stratum corneum which remains 


Fig. 1—Appearance of lesion (4) before treatment; (RB) after treatment with 
sulfapyridine. Note persisting pigmentation, 


normal. The width of the epidermis is increased two or three fold, due partly to a 
greater number of cells, partly to an increase in size of the individual cells, and partly 
to the formation of clefts and spaces between the cells. The cytoplasm is augmented 
slightly without alteration in staining quality. The nuclei are definitely larger 
than normal and remain spherical even in the stratum granulosum. The clear 
perinuclear zone of endoplasm is decreased or completely absent. 

Most spectacular are the changes in intercellular relations; the cells of the 
suprabasal layers lose most or all of their intercellular bridges, and many become 
completely separated and spherical. The higher strata of the rete show better 
cohesion and the granular and horny layers:are normal with the exception of one 
small area where the surface of the skin has been broken and the entire epidermis 
is transformed into a pyknotic crust. Some areas show mere separation of the cells 
of the lower rete under preservation of gross architecture. In other spots, one finds 
clefts and spaces in which rounded epithelial cells are suspended; in still others, 
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lakelike intraepidermal vesicles have formed which contain, in addition to epithelial 
cells, a granular precipitate and polymorphonuclear leukocytes (fig. 2A). These 
alterations are accompanied by increased size*and budding of the rete ridges (fig. 
2C) which compress the papillae between them and undercut the normal epidermis 
to some extent. Mitotic figures are rare. 

The acantholytic cells (fig. 2B) are usually round and single, but some adhere 
to others with broad flattened surfaces and may form mulberry-like clumps. One 
instance of so-called pseudophagocytosis was seen, one spherical cell being partly 
surrounded by a bowl-shaped second one (fig. 2D). Binucleate cells occur among 
the free elements, and multinucleate cells are relatively frequent in the coherent 
upper strata of the rete. Some of the spherical cells contain pigment granules ; many 
retain remnants of tonofibrils in the cytoplasm. Most of the cells stain normally, 
but some become more acidophilic and hyalinized, while their nuclei become 
hyperchromatic and large. No definite evidence of keratinization of individual 
cells is found. Neither the upper strata of the rete nor the horny layer contain 
any dyskeratotic cells. 

The corium is somewhat edematous in its upper third. The blood vessels are 
wide and contain neutrophilic granulocytes. There is a moderate amount of peri- 
vascular round cell infiltration. Some plasma cells, a few mast cells and a fair 
number of melanophores are present. The elastic fibers are diminished in number. 
The epidermal appendages are normal. 


COMMENT ON MICROSCOPIC OBSERVATIONS 


The histologic picture is similar to that first described by Pels and 
Goodman‘ and by Hailey and Hailey? and designated as a bullous 
variety of Darier’s disease and as chronic benign pemphigus respec- 
tively. Practically identical findings were reported by later observers 
of similar cases, and our case adds nothing basically new. There are 
a few details, however, concerning which our observations may be 
helpful. 

1. There is remarkable morphologic similarity between the acantho- 
lytic areas of our specimen and the changes which normal epidermis 
undergoes in tissue culture outside the body.* In either case the cells 
break off the bridges which tie them to their neighbors, but may retain 
remnants of tonofibrils in their bodies. They become spherical, but 
may reassociate by flattening out against one another or by partly sur- 
rounding others (pseudophagocytosis). In tissue culture these changes 
are not signs of degeneration, but of increased individuality. The 
cells may, under certain conditions, reorganize into a tissue and form 


1. Pels, I. R., and Goodman, M. H.: Criteria for the Histologic Diagnosis of 
Keratosis Follicularis (Darier), Arch. Dermat. & Syph. 39:438 (March) 1939. 

2. Hailey, Howard, and Hailey, Hugh: Familial Benign Chronic Pemphigus, 
Arch. Dermat. & Syph. 39:679 (April) 1939. 

3. Pinkus, H.: (@) Ueber Gewebekulturen menschlicher Haut, Arch. f. Dermat. 
u. Syph. 165:53, 1932; (b) Notes on Structure and Biological Properties of Human 
Epidermis and Sweat Gland Cells in Tissue Cultures and in the Organism, Arch. 
f. exper. Zellforsch. 22:47, 1938. 
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*. 


Fig. 2—Sections (4 and 8) stained with acid orcein and Giemsa solution; (C and LD), stained 


hematoxylin and eosin. (a) Thickening of the epidermis, suprabasal clefts and large intraepidefn 


vesicle. Between the arrows there is a short stretch of normal epidermis. (b) Detail of acant! 


epidermis. (c) Budding acantholytic rete ridges undercut the normal epidermis. Normal epidermis 


the surroundings of a hair follicle ends at the points indicated by the arrows. The lower arrow 
indicates the tip of the elongated cutaneous papilla separating normal and pathologic epitheliun 


marks the extreme tip of the budding acantholytic rete. Note difference in the size of normal 


pathologic nuclei and almost complete absence of the perinuclear light area in the pathologic cells 
(oil immersion lens), a, acantholytic suprabasal zone; p, pseudophagocyte in the intraepidermal 
b, binucleate cells in the upper half of the epidermis connected to each other and their neighbors by 
cellular bridges. K, keratohyaline layer. 


| 
i} 
| 
| 
| 
| 


PINKUS-EPSTEIN—PEMPHIGUS 123 


bridges and a system of tonofibrils. Something similar appears to be 
true in our case in which thercells, after passing through a labile period 
in the suprabasal stage of their lives, regain cohesiveness in the higher 
strata. 

The alterations of the explanted tissue are attributable to two 
causes: loss of the regulating influences of the organism and exposure 
to abnormal physicochemical conditions. Neither factor can be regarded 
as responsible in our case. The tissue remains in the body, and any 
general physicochemical differences in the surroundings ought to affect 
the circumtollicular epithelium as well as the rest of the epidermis. 
One would not expect such a sharp line of demarcation between normal 
and pathologic epithelium as actually exists in our sections. It appears, 
then, that the basic change must be in the epidermal cells themselves, 
which respond to normal stimuli in a faulty manner. 

2. The principal disagreement of previous authors has centered 
on the question whether the disease is a variety of keratosis follicularis 
or an entirely separate entity. Of the four features which character- 
ize the histologic picture of Darier’s discase—hyperkeratosis, dyskera- 
tosis, acantholysis and epithelioma-like basal cell proliferation, our speci- 
men shows but two: There is a mild degree of basal cell proliferation 
discernible mainly at the edge of the lesion where the rete buds under- 
cut the normal epidermis. Acantholysis is excessive, leading to com- 
plete disruption of the epidermis and to vesiculation. ‘The presence ot 
dyskeratosis is questionable if this term is understood to mean that 
individual cells undertake the specialized function of keratinization in 
a faulty manner and is not vaguely used for any kind of cellular degen- 
eration. Hyperkeratosis is absent. 

It appears, then, that two features of Darier’s disease are lacking. 
This cannot be explained by the acuteness of the process. While 
Frank and Rein* have shown that vesicles may occur within a few 
hours, there is ample evidence in our sections that the basic alterations 
of the epidermal cells have been present for a long time. The budding 
of the rete ridges is a chronic process requiring more time than the 
development of a hyperkeratotic horny layer. Also, the presence of 
numerous binucleate and multinucleate cells in the upper strata of the 
epidermis shows that cell life has been abnormal before acantholysis 
became manifest. The time required for the formation of binucleate 
prickle cells should be plentiful for keratinization of individual cells. 
It is also noteworthy that in our sections the circumfollicular and cir- 
cumporal epithelium is the only part of the epidermis free of pathologic 


4, Frank, S. B., and Rein, C. R.: Dyskeratoid Dermatosis, Arch. Dermat. & 
Syph. 45:129 (Jan.) 1942. 
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changes. The significance of follicular involvement in Darier’s dis- 
ease is still under discussion. Ellis,® in a recent study, states the belief 
that it only incidentally affects the hair follicles. While Darier’s dis- 
ease is not always follicular—lesions have been found even in the 
stratified squamous epithelium of mucous membranes °—the cutaneous 
appendages appear to be at least favorite centers of the lesions in kera- 
tosis follicularis. 
SUMMARY AND CONCLUSIONS 

A case of familial benign chronic pemphigus (Hailey and Hailey’s 
disease) is presented. Clinically and histologically the case fits in well 
with those previously reported. The patient responded well to treat- 
ment with sulfapyridine at one time, and vitamin A at another time. 
Little is known about the treatment of this disease with sulfonamide 
compounds. The disease in Lynch’s’ patient responded to sulfathia- 
zole. Although no definite conclusions can be drawn because spon- 
taneous remissions are frequent in this disease, the prompt disappear- 
ance of subjective symptoms and the healing of visible lesions after two 
so widely different therapeutic agents are of interest because of the 
suggested relation of Hailey’s disease to pemphigus and dermatitis 
herpetiformis on the one hand and to keratosis follicularis on the other. 

The relation of the disorder to Darier’s disease is discussed. Our 
case bears out the experience of other observers that this disease is 
chronic and recurrent rather than progressive as is Darier’s disease. 
In spite of many years’ duration, the changes remain superficial and 
flat, and the vegetating lesions, so characteristic of keratosis follicularis, 
never develop. 

The histopathologic process is characterized by budding of the 
epidermal ridges and by acantholysis leading to the formation of intra- 
epidermal clefts and vesicles. The cutaneous changes appear to be 
secondary. The designation of chronic recurrent acantholysis fits the 
histologic picture better than either benign pemphigus or bullous dys- 
keratosis. Although our sections resemble Darier’s disease more closely 
than any other dermatosis, we do not believe that the two conditions 
should be identified, at least not with our present knowledge. 


5. Ellis, F. A.: Keratosis Follicularis Is Not Primarily a Follicular Disease, 
Arch. Dermat. & Syph. 50:27 (July) 1944. 

6. Briinauer, S. R.: Morbus Darier, in Jadassohn, J.: Handbuch der Haut- 
und Geschlechtskrankheiten, Berlin, Julius Springer, 1931, vol. 8, pt. 2, p. 230. 

7. Lynch, F. W.: Benign Pemphigus (Hailey and Hailey) Treated with 
Sulfathiazole, Arch. Dermat. & Syph. 43:736 (April) 1941. 
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FIXED SULFATHIAZOLE ERUPTION OF UNUSUAL 
DISTRIBUTION 


MAJOR WILLIAM LEIFER 
MEDICAL CORPS, ARMY OF THE UNITED STATES 


IXED eruptions due to sulfanilamide* and suliathiazole* have 
been reported but appear to be a relatively rare toxic manifestation 
of the sulfonamide drugs. Like those observed commonly with phenol- 
phthalein,® antipyrine and the arsphenamines,* the reported cases con- 
sisted principally of brownish to black macules of the skin surface. 
which became inflamed when the causative drug was administered. 
The purpose of this paper is to report a case of fixed eruption due 
to sulfathiazole, distinguished by the peculiar distribution of the lesions. 


REPORT OF A CASE 

History —A Negro, aged 29, was admitted to the hospital on April 14, 1945, 
complaining of painful raw areas of the lower lip, the mouth and the glans penis. 
The lesions were approximately two days old and had appeared within forty-eight 
hours after the ingestion of 4 Gm. of sulfathiazole as a venereal prophylactic. 

The patient first began using sulfathiazole as a venereal prophylactic in 1942. 
He customarily took 2 Gm. of the drug before and after each exposure. This dose 
was taken three or four times each month, without apparent toxicity, and without 
the development of venereal disease. 

In October 1944, in New Guinea, the patient suffered a severe laceration of the 
back of the neck. He was hospitalized, and the wound was sutured under general 
anesthesia. Postoperatively he was given sulfathiazole orally, but he does not know 
whether sulfathiazole: powder was dusted into the wound. Nevertheless, the 
application of sulfathiazole powder to dirty wounds is such common practice that, 


From the Medical Service, ASF Regional Station Hospital, Fort Bragg, North 
Carolina. 

1. Loveman, A. B., and Simon, F. A.: Fixed Eruption and Stomatitis Due to 
Sulfanilamide, Arch. Dermat. & Syph. 40:29 (July) 1939. Goodman, M. H., and 
Arthur, R. D.: Fixed Eruptions: Report of an Unusual Condition Due to 
Sulfanilamide, ibid. 43:692 (April) 1941. Dostrovski, A., and Sagher, F.: Fixed 
Erythema Due to Sulfanilamide with Gradually Lessening Sensitivity, ibid. 49:418 
(June) 1944. 

2. Director, W.: Fixed Eruption, Conjunctivitis and Fever from Sulfathiazole, 
Arch. Dermat. & Syph. 48:523 (Nov.) 1943. 

3. Abramowitz, E. W.: Fixed Eruptions from Various Drugs and Other 
Agents, Arch. Dermat. & Syph. 43:672 (April) 1941. 

4. Chargin, L., and Leifer, W.: Fixed Eruptions Due to the Arsphenamines, 
J. Invest. Dermat. 3:443 (Dec.) 1940. 
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especially in the light of subsequent events, it may be assumed that this was actually 
done. During hospitalization a raw, sore area developed on the glans penis 
Studies for venereal disease proved negative, and the lesion healed spontaneously 
in a few days, leaving a residual spot of darkened skin. 

Shortly thereafter the patient was returned to the United States, and in March 
1945, for the first time since the accident in New Guinea, he took sulfathiazole as a 
venereal prophylactic. Within forty-eight hours the original area on the penis 
became raw and painful; in addition, the lower lip became puffy and blistered, 
and there was soreness of the mouth. These lesions healed rapidly without treat- 
ment. 

Just prior to the present admission to the hospital the patient had once again 
ingested 4 Gm. of sulfathiazole. 

Examination—Lesions were present on the tongue, hard palate, lower lip and 
penis. On the dorsum of the anterior portion of the tongue was a large, sharply 
demarcated, reddened plaque, which was almost completely denuded of papillae. 
There was a coinlike, roughly round, red, eroded area of the mucosa of the hard 
palate, about which was some brownish black pigmentation. The lower lip was 
diffusely swollen, as in angioneurotic edema, and there were two discrete eroded 
areas about 5 mm. in diameter. Except for two small normally pigmented areas the 
entire lower lip was almost black, far darker than the unaffected upper lip. A 
crescent of blackish pigmentation was present on the chin, contiguous with the 
vermilion border of the lip, and apparently was a direct extension from the lesion 
of the lip. On the proximal portion of the glans penis, extending across the sulcus 
onto the mucosal surface of the prepuce, was an oval pigmented lesion. The 
discoloration was most intense on the glans and faint on the prepuce. The entire 
lesion was moderately edematous; it was reddened at part of its periphery, and at 
one point contained a crusted erosion. All the lesions subsided gradually without 
therapy, leaving residual pigmentation of the lip, palate and penis. 

Laboratory Data——The Kahn test of the blood was negative. The hemogram 
showed 8,450 white blood cells, with 64 per cent polymorphonuclear leukocytes, 
2 per cent eosinophilic leukocytes, 33 per cent lymphocytes and 1 per cent mono- 
nuclear cells. The urinalysis gave normal results. 

Course—When the active lesions had subsided completely, sulfadiazine, 0.25 
Gm., was given orally, following which the patient experienced burning and tingling 
sensations in the eruptive areas, but no objective change was noted. 

At a later date, sulfathiazole, 2 Gm., was administered by mouth. This was 
tollowed not only by characteristic flaring of the original lesions but also by the 
appearance of two new lesions. One of these involved the scar of the old laceration 
that extended horizontally for about 18 cmt. across the back of the neck. All the skin 
adjacent to this scar, and extending outward from it for some 5 to 10 mm., became 
puffy and red, and clusters of vesicles appeared at several points. This entire region 
burned and itched intensely. An oval, edematous, red area, about 1 by 2 cm., 
appeared in each palm, and later the superficial layer of skin desquamated from 
these lesions. 

Once more all lesions were allowed to return to normal, except for residual 
pigmentation, and then another oral dose of sulfathiazole was administered. Within 
forty-eight hours there was activation of all former sites of eruption on the tongue, 
palate, lower lip and penis. Again the skin about the scar on the neck became 
inflamed and vesicular, and the palmar spots became itchy and were surrounded 


by a halo of redness. 
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An intradermal test for sensitivity to sulfathiazole was performed on the forearm, 
according to the technic of Leftwich,® with negative results. 

Five per cent sulfathiazole ointment was applied to an unaffected area on the 
left forearm, the scar of the neck and the pigmented spot on the glans penis for 


three consecutive days. No subjective symptoms or objective change occurred 


COMMENT 


Fixed eruptions confiied to the lips, mouth and/or penis have been 
observed with phenolphthalein and the barbiturate drugs. This dis- 
tribution of a fixed eruption after the sulfonamide drugs must be decid- 
edly rare, especially in view of the tremendous amounts of these drugs 
that have been used. 

The mucosal lesions in this case are the result of hematogenous 
sensitization. The acute vesicular dermatitis about the scar of the neck 
is a fixed eruption in a different pathogenetic sense. The concept 1s 
that the cells about the scar were sensitized ® by the direct application 
of sulfathiazole powder to the open wound, the eruption being elicited 
by oral administration of the drug. 

In so localized a form of hypersensitivity it is not surprising that 
the reaction to the intradermal test for sulfathiazole sensitivity was 
negative. It will be interesting to note in a more suitable case the 
effects of this test when performed within the area of fixed eruption 


SUMMARY 
A case of fixed eruption due to sulfathiazole is described. The 
unusual features are the limitation of the eruption to the lip, tongue, 
palate and penis, also the appearance of an acute vesicular dermatitis 
about an old scar after oral administration of the drug. The acute 
dermatitis is ascribed to local sensitization by direct application of 
sulfathiazole powder to the fresh laceration. 


5. Leftwich, W. B.: An Intradermal Test for the Recognition of Hyper 
sensitivity to the Sulfonamide Drugs, Bull. Johns Hopkins Hosp. 74:26 (Jan.) 1944 

6. Shaffer, B.; Lentz, J. W., and McGuire, J. A.: Sulfathiazole Eruptions 
Sensitivity Induced by Local Therapy and Flicited by Oral Medication, J. A. M. A 
123:17 (Sept. 4) 1943. 


TREATMENT OF SEVERE PUSTULAR DERMATOSES AND 
STAPHYLOCOCCIC SEPTICEMIA BY ORAL 
ADMINISTRATION OF PENICILLIN 


EDWIN L. PFUETZE, M.D. 
AND 


HAROLD G. NELSON, M.D. 
KANSAS CITY, KAN. 


N THE following pages we report 2 severe cases of pyogenic derma- 

titis. The first case was one of a severe pyoderma of both hands, which 
was treated by the oral administration of penicillin following two 
relapses after sulfadiazine therapy. The second case was one of extensive 
pustular dermatitis, involving the hands, arm and legs. This case was 
complicated by a hemolytic staphylococcic septicemia. 


REVIEW OF EXPERIMENTAL WORK 


The administration of penicillin by mouth has been ineffective due to 
the destruction of the antibiotic substance by the action of hydrochloric 
acid. This observation was made first by Abraham and Florey and their 
associates ' and was subsequently verified by other investigators.* This 
was also proved clinically by Rammelkamp and Helm,’ who adminis- 
tered penicillin by mouth to 2 patients with pernicious anemia and 
achlorhydria. Therapeutic blood levels were obtained in these patients. 
More recent efforts * have been made to overcome this major obstacle of 
inactivation by the hydrochloric acid, and most encouraging results have 
been achieved. The work of Gyorgy ® and his associates was done by 


From the Departments of Dermatology and Internal Medicine, The University 
of Kansas School of Medicine. 

1. Abraham, E. P.; Florey, H. W.; Chain, E.; Fletcher, C. M.; Gardner, 
A. D.; Heatley, N. G., and Jennings, M. A.: Further Observations on Penicillin, 
Lancet 2:177, 1941. 

2. Rammelkamp, C. H., and Keefer, C. A.: The Absorption, Excretion and 
Distribution of Penicillin, J. Clin. Investigation 22:425, 1943. 

3. Rammelkamp, C. H., and Helm, J. C., Jr.: Studies on the Absorption of 
Penicillin from the Stomach, Proc. Soc. Exper. Biol. & Med. 54:423, 1943. 

4. Libby, R. L.: Oral Administration of Penicillin in Oil, Science 101:178, 
1945. Little, C. H., and Lamb, G.: Penicillin by Mouth, Lancet 1:203, 1945. 
McDermott, W.; Bunn, P. A.; Benoit, M.; Dubois, R., and Haynes, W.: Oral 
Penicillin, Science 101:228, 1945. Burke, F. G.; Ross, S., and Strauss, C.: Oral 
Administration of Penicillin, J. A. M. A. 128:83 (May 12) 1945. 
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using penicillin calcium orally with trisodium citrate as a butter, as sug- 
gested by Charney, Alburn and Bernhart.® Penicillin is most stable 
between Py 4.8 and 7.9 and is inactivated beyond this range. 


REPORT OF CASES 

Case 1.—The patient (J. P.), a white man aged 34, was first seen May 8, 1945 
while still in bed convalescing from an infection of the upper respiratory tract, 
which he had had for a week. His temperature and pulse rate were normal, and 
his general appearance good. His past history indicated that he had had apparent 
episodes of dyshidrosis. He presented many pustular lesions, ranging in size from 
1 mm. to 15 mm. in diameter. Many of these lesions were excavating in character 
and covered extensive areas of the fingers, palms and backs of both hands. The 
lesions were tense, some were broken and oozing, and his hands were swollen and 
red. No visible lymphangitis was present, but axillary lymph nodes could be felt on 
palpation. Sulfadiazine in doses of 3 Gm. per day, fluids, rest in bed and 1: 2,000 
solution of mercury bichloride wet packs were prescribed. The lesions gradually 
dried up and apparent cure took place in eight days, at which time no evidence of 
even the smallest pustules could be seen. 

Four days later there was a decided recurrence of lesions and visible lymphangitis 
was seen, extending halfway to one elbow. Hospitalization with adequate parenteral 
penicillin therapy was considered, but because of economic considerations the original 
treatment was renewed. Within a week all lesions had completely dried up and 
again what appeared to be a complete recovery had taken place. In view of the first 
relapse, it was thought advisable to supplement this therapy with penicillin. The 
patient remained in his home and was given 20,000 units of penicillin intramuscularly 
every four hours during the day for two days, with a total dosage of 200,000 
Oxford units. 

Five days later there was complete recurrence of lesions on the fingers, palms 
and backs of his hands, with multiple lymphangitis extending up both forearms 
to the elbows. The patient had a noticeable pallor; his temperature was 102 F., 
and his pulse rate was 120 per minute. Further sulfadiazine therapy was deemed 
inadvisable, and hospitalization with adequate parenteral penicillin therapy was 
contemplated. 

It was at this point that the oral administration of penicillin was decided on. 
This was done for several reasons: First, penicillin therapy is effective and safe 
in the treatment of pyogenic dermatoses.?. Second, the parenteral administration of 
penicillin involves a rather elaborate and time-consuming procedure, of which 
hospitalization is usually a prerequisite. Third, oral therapy is easier and less 
disagreeble from the patient’s standpoint. Fourth, recent studies show that the 
oral administration of penicillin has real promise in the effective treatment of 
infectious diseases. 

5. Gyorgy, P.; Vandegrift, H. N.; Elias, W.; Colio, L. G.; Barry, F. M., 
and Pilcher, J. D.: Administration of Penicillin by Mouth, J. A. M. A. 127:638 
(March 17) 1945. 

6. Charney, J.; Alburn, H. E., and Bernhart, F. W.: Urinary Excretion of 
Penicillin in Man After Oral Administration with Gastric Antacids, Science 101: 


251, 1945. 
7. Herrell, W. E.: Penicillin and Other Antibiotic Agents, Philadelphia, 
W. B. Saunders Company, 1945. 
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The patient was given penicillin calcium combined with sodium citrate > in the 
dosage given in the following paragraph. The approximate expected blood levels 
of penicillin following its oral administration had previously been determined by 
one of us (H. G. N.)* on a small series of. patients. At the time the penicillin was 
given cultures were taken trom the lesions on the patient’s hands. Staphylococcus 
aureus and beta hemolytic streptococcus were isolated. The strain of staphylococcus 
was coagulase positive. Blood cultures taken prior to the administration of the 
penicillin were negative. 

The patient was given 10 penicillin calcium tablets (200,000 units) every hour 
for four doses or until 40 tablets had been taken. This was followed by 7 tablets 
every two hours for the first twenty-four hours. Thereafter 5 tablets were given 
every two hours during the daytime for the following fourteen days 

The results were altogether gratifying. Within eighteen hours after the initial 
oral dose of penicillin the patient’s temperature had dropped from 102 to 98.6 F 
and his pulse rate had dropped from 120 to 92 per minute. His general appearance 
was much improved, and the tense, swollen character of his hands had subsided 
The patient also stated that he was feeling much better. At this same time the 
penicillin blood level was found to be 2.4 units per cubic centimeter of serum, 
following the method of Cooke.1° This level is well above the therapeutic range 
of 0.02 to 0.2 units per cubic centimeter of serum as given by Kolmer.*! 

Owing to the decided clinical improvement, further penicillin blood levels were 
not ascertained. The patient steadily improved, and the temperature and pulse 
remained normal. No toxic effects of penicillin were noted. The pustular appear- 
ance of the lesions completely disappeared within a week, followed by subsequent 
gradual sloughing of crusts. Twenty-one days have elapsed since the patient has 
had any therapy, and he shows no evidence of recurrence of the eruption. 

Case 2.—The patient (A. W.), a 20 year old white woman, was admitted to the 
isolation ward of St. Margaret’s Hospital, Kansas City, Kan., at 8 p. m. on June 13, 
1945. On admission, examination revealed that the patient had pustular lesions 
covering extensive areas of the hands, arms, legs and thighs. These varied in size 
from 1 mm. to 15 mm. in diameter. Many of the pustules had coalesced, forming 
larger confluent lesions. Typical lesions are seen in figure 1. 

The past history revealed that the patient had been working in a war plant for 
the past several months. She had been wearing clothing laundered with fire-pro- 
tective processing, and about two weeks prior to the present illness a contact 
dermatitis developed on her extremities. The pustular lesions appeared three days 
prior to her admission to the hospital. While being transported in an ambulance 
from a nearby city she had several chills. 

The patient presented a florid, toxic appearance. Her temperature was 104 F. 
and her pulse rate was 120 per minute. She was listless. The blood count showed 
19,000 white cells with 90 per cent polymorphonuclear leukocytes, 24+ of which were 
nonfilamented. Urinalysis showed 10 to 15 red blood cells and 5 to 10 white blood 


8. The penicillin calcium tablets combined with sodium citrate, each tablet 
containing 20,000 units, were kindly supplied by E. R. Squibb and Sons. 

9. Nelson, H. G.: Studies on the Oral Administration in Penicillin, J. Kansas 
M. Soc. 46:224, 1945. 

10. Cooke, J. V.: A Simple Clinical Method for the Assay of Penicillin in 
Body Fluids, J. A. M. A. 127:445 (Feb. 24) 1945. . 

11. Kolmer, J. A.: Penicillin Therapy Including Tyrothricin and Other 
Antibiotic Therapy, New York, D. Appleton-Century Company, Inc., 1945. 
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cells per high power field. A blood culture taken at this time showed a pure culture 
of hemolytic Staph. aureus. Cultures from the lesions on the skin showed these 
same organisms and in addition beta hemolytic streptococci. 

The patient was given 10 penicillin calcium tablets every hour for four doses. 
The dose was then reduced to 7 tablets every hour for twenty-four hours. Follow- 
ing this the dose was reduced to 5 tablets every two hours during the daytime only. 
This regimen was continued for nine days, at which time the medication was stopped. 


Fig. 1 (case 2).—Pustular lesions on hands and arms. The lesions are equally 
numerous on the ankles, legs and thighs. 


Temperature 


Peniciilia eeras level is 


6/13 6/15 


Orel edeinietration of penicillins begus. 


Fig. 2 (case 2).—Simultaneous changes in temperature and in penicillin blood 
serum levels. 


The temperature and penicillin levels are shown in figure 2. It is seen that the 
temperature dropped from 104 to 99 in eighteen hours. Within thirty-six hours 
the temperature was 98.6. The penicillin blood level was 2.4 units per cubic 
centimeter twenty hours after the initial dose was given. The second day after 
administration the level was 1.2 units, and the levels on the third, fifth and seventh 
days was 0.2 units per cubic centimeter. 
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Blood cultures taken twenty-four and seventy-two hours after admission were 
negative. The white blood count in forty-eight hours had dropped from 19,000, 
on admission, to 8,000 with 70 per cent polymorphonuclear leukocytes, 14 of which 
were nonfilamented. Five days after admission the white count was 7,000 with 58 
per cent polymorphonuclear leukocytes, 6 of which were nonfilamented. 

The patient's general condition showed remarkable improvement within twelve 
hours after the initial medication was given. By the end of five days aiter the 
penicillin was administered the pustules had completely dried up, leaving only 
scaling, yellow crusts. By the end of seven days the crusts had disappeared. The 
patient was dismissed from the hospital on June 23, 1945, ten days after admission. 


It is our impression that the patients would probably have improved 

with smaller doses of penicillin than those given. 
CONCLUSIONS 

1. A patient with severe pustular dermatitis was treated successfully 
by the oral administration of penicillin, following two relapses with 
sulfadiazine therapy and intramuscular administration of penicillin. 

2. A patient with severe generalized pustular dermatitis complicated 
by a hemolytic staphylococcic septicenia responded dramatically to the 
oral administration of penicillin. 

3. No toxic effects from the penicillin were noted with the dosages 
given. 


2706 Swarts Street, Chester, Pa. 
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Clinical Notes 


CHEILITIS FROM LOCAL USE OF PENICILLIN SOLUTIONS IN MOUTH 


Report of a Case 
LEON GOLDMAN, M.D., CINCINNATI 


In the course of a study of the local effect of penicillin on chronic recurrent 
aphthous ulcers, a cheilitis was observed. 

The patient was a 61 year old white woman who had had recurrent ulcera 
tions of the buccal mucosa, tongue and posterior wall of the pharynx for fifteen 
years. Periods of remission had lasted more than from two to two and a hali 
weeks. Complete physical examinations, tests for allergy to foods and inhalants 
and all types of local and systemic therapies had been without help. There 
were no episodes of herpes simplex. The mouth was edentulous. Numerous 
painful shallow, sharply marginated reddish ulcers, with intense red_ collars, 
vere scattered over the buccal mucosa, under the tongue, about the gums and 
on the hard palate. There was no atrophy or scarring visible. A smear of 
material from the early lesions showed staphylococci and streptccocci. No bacilli 
r spirillas were present. Smears of material from late lesions showed a similar 
picture. Cultures of material from early and late lesions showed hemolytic 
streptococci. No systemic therapy of any sort was being administered when 
use of a stable calcium penicillin ointment, 500 units per gram, was. started. 
This was applied heavily with cotton applicators to each of the affected areas, 
aiter the ulcers were sponged with cotton. Applications of penicillin ointment 
were made three to four times daily. The ointment was kept at refrigerator 
temperature. Except for deep ulcers about the margins of the gums, the results 
in five days were excellent. No new lesions appeared, and the old ones improved 
remarkably. In one month the patient's lesions were healed except for one large 
linear lesion below the gum. Here, the application of the salve was difficult, 
and the pressure from the plate was great. As an attempt at prophylaxis, sodium 
penicillin solutions of another brand, 500 units per cubic centimeter of sodium 
chloride solution were freshly prepared, and the patient rinsed her mouth with 
this three times a day. There was no immediate discomfort from this, but in 
two days a vesicular cheilitis with considerable edema of the lips developed. 
The buccal mucous membranes were clear. There were no lesions on the face. 
Use of penicillin was stopped, and several fresh ulcerations appeared on both 
cheeks. Calcium penicillin ointment was started again, with improvement but 
not with complete healing. Patch tests were made, with the following results: 

The reaction was negative to calcium penicillin ointment. There was a 2 plus 
reaction to sodium penicillin solution (500 units per cubic centimeter of sodium 


From the Department of Dermatology and Syphilology of the University of 
Cincinnati College of Medicine. 

Stable calcium penicillin ointment was furnished by the Schenley Research 
Institute. 
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chloride solution). There was a negative reaction to three other brands of sodium 
penicillin (2,000 units per cubic centimeter of sodium chloride solution). 

Negative reactions were elicited by contact tests on the buccal mucosa! made 
with the following substances: sodium penicillin solution (500 units per cubic 
centimeter, 1,000 and 2,000 units per cubic centimeter), calcium penicillin ointment 
and an acrylic resin denture. 

In addition, a stable calcium penicillin ointment was rubbed over the lips, 
and no reaction appeared. When this was repeated with the sodium penicillin 
solution, edema of the lips occurred within twenty-four hours. 

In 4 other patients of the series with recurrent aphthous ulcers, no reactions 
occurred from the topical use of calcium penicillin ointment. Contact tests on 
the buccal mucous membrane with the calcium penicillin ointment elicited negative 
reactions in 4 patients within the thirty minute testing period. No determinations 
of the salivary concentrations of penicillin were made. Penicillin lozenges or 
capsules as yet have not been tried. No tests with purified crystalline penicillin 
or penicillin fractions were made. 

SUMMARY 

In a patient under treatment with local applications of penicillin for chronic 
recurrent aphthous stomatitis, cheilitis developed when solutions of sodium peni- 
cillin were used as a mouth wash. A stable calcium penicillin ointment produced 
no irritation and was of definite benefit. Contact tests on the skin elicited a 
positive reaction to the solution, but there was no reaction to three other brands 
of sodium penicillin solution and the penicillin ointment. Contact tests of the 
buccal mucosa elicited negative reactions both to the solutions and to the ointment. 
Direct applications of sodium penicillin solution to the lips produced a cheilitis. 
No reaction was produced on the lips by the calcium penicillin ointment. 


733 Carew Tower. 


1. Goldman, L., and Goldman, B.: Contact Testing of Buccal Mucous Mem- 
brane for Stomatitis Venenata, Arch. Dermat. & Syph. 50:79 (Aug.) 1944. 


URTICARIA DUE TO TRINITROTOLUENE 
J. F. PRESTON Jr., M.D., and C. A. WATKINS, M.D., CHATTANOOGA, TENN. 


The following unusual case of allergic reaction to trinitrotoluene is believed 
to merit reporting. 
REPORT OF A CASE 


The patient, a 25 year old white woman, was employed in the production of 
trinitrotoluene as a wash house helper on Sept. 20, 1944. Preemployment physical 
examination showed no abnormality except an amblyopic left eye. The family 
and past histories revealed no allergic or dermatologic disease. 

On September 29, nine days after starting to work, she reported to the dispen- 
sary with an itching, vesicular eruption on the hands. She was given calamine 
lotion, following which the eruption desquamated for about a week. Although 
she continued on the same job, there was no recurrence of this type of dermatitis. 
A patch test with trinitrotoluene was not done at this time since the appearance 
was typical of trinitrotoluene dermatitis, so commonly observed in the dispensary. 

On October 3, she came to the dispensary for treatment of a cold of one week’s 
duration. She had coryza and a severe, nonproductive cough. Her temperature 
was 99.3 F. She did not wish to go home as suggested. She returned on October 
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11, 14, 15 and 16, complaining of almost constant cough. On these occasions 
physical examination of the chest showed no abnormality. She ignored repeated 
advice to stay home, but took various medications. The known medicaments she 
received are the following: elixir of terpin hydrate with codeine, compound tinc- 
ture of benzoin as a steam inhalation, a proprietary cough medicine containing 
potassium iodide, lozenges containing a local anesthetic and an organic iodide, 
and aspirin compound capsules containing acetylsalicylic acid, phenacetin and caf- 
feine. 

On October 23, she reported with a generalized urticaria which responded 
promptly to 1 cc. of a 1: 1,000 solution of epinephrine. She was given ephedrine 
and pentobarbital sodium capsules to take every four hours, if needed. The follow- 
ing day she reported with a recurrence of the urticaria, accompanied by swelling 
of the eyelids, lips and tongue, lacrimation, nausea and vomiting, dyspnea and 
increased coughing. Examination revealed generalized urticaria accompanied by 
small petechiae, most prominent in the axillas, and a number of small purpuric 
spots. The oral mucous membranes appeared normal. There were erythema and 
edema of the eyelids and a thin, nasal discharge. Throughout both pulmonary 
fields were musical rales of an asthmatic character. The Rumple-Leeds capillary 
fragility test produced no petechiae. The temperature was 98F, the pulse rate 
76, the blood pressure 110 systolic and 80 diastolic. The laboratory data were as 
follows: At the time of the preemployment examination, Sept. 16, 1944, hemo- 
globin was 15.4 Gm., the cell volume by the Wintrobe hematocrit test 41, and 
reactions to the Kahn precipitation and the Kline flocculation tests were negative. 
Urinalysis did not reveal sugar or albumin. Roentgen examination of the chest 
was made on September 16 and showed no abnormalities of the heart or lungs. 
On November 6 hemoglobin was 13.7 Gm. and cell volume 41. 

She was instructed to discontinue all medications except the ephedrine and 
pentobarbital sodium. In addition, calcium gluconate and belladonna were pre- 
scribed. By the following day her eruption had cleared, and she returned to her 
usual job. A few minutes after she returned to work, her hands, arms and face 
“turned purple.” This purplish discoloration, described by the foreman, disappeared 
within two to three hours before she returned to the dispensary. By noon her 
temperature was 102F., and she was sent home. No eruption was apparent at 
the time. By the time she reached her private physician that afternoon her tem- 
perature was 103 F. She said he prescribed some tablets (one of the sulfonamides), 
which she took for two days. Within twenty-four hours after she began to take 
these she returned to work in the paymaster’s office instead of on the trinitrotoluene 
production line. When next seen, on November 1, musical rales were still present 
in the chest, and she described asthmatic symptoms—wheezing, dyspnea and 
orthopnea. She was given 10 cc. of a solution of theophylline ethylenediamine 
containing 0.24 Gm. of the drug, intravenously, and a patch of trinitrotoluene 
was applied to her arm. This was done by dipping a one-half inch (1.27 cm.) 
square of blotting paper in a saturated acetone solution of trinitrotoluene, allow- 
ing it to dry and affixing it under cellophane with adhesive tape. Within less 
than five minutes after the patch was applied she complained of itching on her 
chin and an urticarial eruption started at that site, extending downward to involve 
the entire body. The eruption faded out in fifteen to twenty minutes after an 
injection of epinephrine, 0.5 of a 1: 1,000 solution, and immersion in a colloid bath. 
The patch was removed shortly after the urticaria appeared, and the site was 
cleansed with acetone. 

The next day, 1 drop of trinitrotoluene in acetone solution was dropped on her 
arm and left uncovered. Four minutes later an urticarial eruption appeared on 
her chin. The trinitrotoluene was cleansed off immediately, and epinephrine was 
injected. The urticaria was not as extensive or severe as it had been the previous 
day when the trinitrotoluene had been left on longer. On both occasions, a macular 
erythema appeared within ten minutes at the sites of the trinitrotoluene’ patch tests, 
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disappearing within half an hour. There were no signs of erythema or vesiculation 


at the test sites the following day. 
The patient has not been returned to the trinitrotoluene area and has remained 
with the exception of a mild recurrence which occurred when 


free from urticaria 
with workers who had just come from the trinitrotoluene area 


she sat at the table 
without changing clothes. 
COM MENT 

The usual picture seen in trinitrotoluene dermatitis is a vesicular eruption on 
the exposed parts. Also, eczematoid and scarlatiniform eruptions are not uncom- 
mon. However, this is the first time that we have observed urticaria attributable 
to trinitrotoluene. At the onset, it was believed that the dermatosis might have 
been caused by the medications which she had taken for the infections of the upper 
respiratory tract. However, she continued to have urticaria after the medication 
was discontinued, and the onset and character of the eruption after the application 
of patch tests of trinitrotoluene certainly indicate that the trinitrotoluene was 


responsible for the reaction. It can only be conjectured whether the asthmatic 


signs and symptoms were related to trinitrotoluene. 
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Abstracts from Current Literature 


Epitep By Dr. HERBERT RATTNER 


TREATMENT OF Sort Warts WITH PopopHyLiin. J. V. Maccrecor, Brit. M. J. 
1:593 (April 28) 1945. 


Twenty-five patients with single or multiple condyloma acuminata of the penis 
or anus were successfully treated with 25 per cent podophyllum in liquid petrolatum. 
Isolated warts shriveled and became yellow within twenty-four hours and dropped 
off in a few days without ulceration or scarring. 

Profuse growths usually require two or three applications. Multiple warts of 
the face were also cured. 

The suspension must be thoroughly applied and must remain in contact with the 
warts for at least six to eight hours without being absorbed into or rubbed off by 
bandages or clothing. 


“Eczema Avutorytica” [Sic]. S. Watson Smita, Brit. M. J. 1:628 (May 5) 
1945. 

The author describes a syndrome which is characterized by the initial appear- 
ance of a persisting dermatitis or ulceration or patch of varicose eczema, usually 
of the legs or ankle, which suddenly becomes sharply inflamed; following the 
eruption there is an acute eruption of scattered vesicles breaking out rapidly on 
the forearms, neck, face and trunk from above downward in that order. 

This he calls “eczema autolytica” [eczema autolyticum], which he ascribes to 
the formation of a dermolysin which is frequently excited by mistreatment of 
the original patch of dermatitis. This tissue breakdown product then sensitizes 
the patient to his own exudate and is the trigger that fires the systemic outbreak. 
It seems certain that the lysin is blood borne and toxic rather than micro- 
organismal. Treatment must first be directed toward the primary lesion on 
the extremity, which is accomplished by elevation and local ‘application of wet 
dressings followed by mild antiseptics and tight bandages. The generalized erup- 
tion fades spontaneously. Administration of sedatives, nonspecific protein and 
dilute hydrochloric acid and use of a lactovegetarian and salt-free diet are helpful. 


SHaw, Chattanooga, Tenn. 


DERMATITIS FOLLOWING THE LOCAL APPLICATION OF SULPHANILAMIDE. B. FISHER, 
M. J. Australia 2:449 (Oct. 28) 1944. 


In cases of dermatitis following the local application of sulfanilamide, weeping 
areas were painted daily with a 5 per cent solution of silver nitrate. All other 
affected areas were painted daily with a 1 per cent alcoholic solution of gentian 
violet medicinal. Eusol compresses were applied to areas where the dermatitis 
was papular. Erythema and pruritus were treated with zinc oxide cream and a 
1 per cent solution of phenol. 


THE INTENSIVE TREATMENT OF SYPHILIS AND OBSERVATIONS ON SEROLOGICAL 
Reactions. Nett W. Francis and JAMes S. WANNAN, M. J. Australia 1:189 
(Feb. 24) 1945. 

Some 40 patients with syphilis had been treated by the intravenous drip method, 
with no apparent complications, when 1 patient died from encephalitis hemorrhagica 
(arsenical). False positive reactions can be suspected when there is no history or 
clinical signs of syphilis and when contradictory results are obtained by complement 
fixation and flocculation tests. The titer of serum giving these false positive 
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reactions is found to decrease rapidly, and the serum always elicits negative reac- 
tions with the more sensitive (flocculation) tests and positive reactions with the 
less sensitive (complement fixation) tests. The need for verification tests shows 
that some of the modern technics are too sensitive. This is particularly true of 
flocculation tests, the result being that specificity is sacrificed for the attainment of 
greater sensitivity. More importance should be placed on the choice of suitable 
serum controls in routine diagnostic work. Henscuzt, Denver. 
TREATMENT OF PEMPHIGUS. MAX WINKLER, Dermatologica 86:209 (Oct.-Nov.) 
1942. 

Four patients with pemphigus vulgaris were treated daily or once or twice 
weekly with intravenous or intramuscular injections of Germanin (suramin) rang- 
ing from 0.01 to 1 Gm. All 4 patients died, although in 1 case one course of 
Germanin seemed to have caused disappearance of the cutaneous lesions for a short 
while. In a questionable case of pemphigus vulgaris Germanin had only temporary 
effect. 


*TRICHOMALACIE” (A HITHERTO UNKNOWN DISEASE OF THE SCALP). G. MIESCHER, 
Dermatologica 86:227 (Oct.-Nov.) 1942. 

In a 5 year old child loss of hair was noticed eighteen months previously in 
two roundish areas, not sharply limited, near the vertex and on the occiput. These 
two spots improved with ultraviolet ray and local sulfur therapy, but a third spot 
developed. 

The involved areas were at the time of this report about the size of a child’s 
palm and irregular in outline. The center was almost without any hair, and at 
the periphery scanty hair or stumps, 1 to 2 mm. long, remained. Most of the stumps 
were gray or colorless, deformed and thicker than the rest of the hair. Growing 
from the same follicle were apparently normal hairs, which, however, were easily 
pulled out or broke off. The follicles themselves either looked normal or appeared 
as hyperkeratotic elevated points resembling lichen pilaris. The scalp in these 
areas showed a mild degree of scaling and few pustular lesions not around the 
follicles. The whole area was slightly tender to touch. The rest of the hair, the 
nails and the skin of the body were normal. Laboratory examinations did not 
offer any clues. 

Histologic examination showed that after fixation with Bouin’s fluid either the 
whole hair or only the peripheral part did not take up the normal trinitrophenol 
stain. The shaft was not a rigid structure but wholly amorphous, blown up, curved 
and fissured. Bacteria but no fungi were demonstrated inside the hair. Five 
months later bacteria could not be demonstrated again, which was regarded as proof 
that they are only secondary invaders. The deformed hairs at that time showed 
dark brownish black pigmented lumps, which clinically gave the impression of black 
points in the follicles. The root of the hair showed disorganized matrix cells but 
no signs of inflammation. 

The pathologic process consisted of disturbance of normal cornification and of 
formation of amorphous hair cylinders. It seemed to be of parasitic origin, but 
the causative agent had not been determined: 

Therapeutically, roentgen rays, arsenicals internally and sulfur locally were 
beneficial. The disease, which was progressive in the beginning, had almost com- 
pletely disappeared. 


Po_tyMorPHOUS DeRMATOSIS Due to Licgut. W. BurckHarpt, Dermatologica 

86:249 (Oct.-Nov.) 1942. 

A 40 year old woman has suffered since the age of 36 from maximal sensitivity 
of the skin to light. Her sister may have a similar dermatosis. After only thirty 
minutes of exposure to the sun the skin of the exposed parts several hours later 
becomes itchy, red and swollen. Later papular lesions form, which subsequently 
start to ooze. No porphyrins were found. There was an eosinophil count of 16 
per cent. 
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In experiments green and red light did not cause a reaction, while yellow light 
and ultraviolet rays of short and medium wavelengths produced the cutaneous 
lesions. Exposure to sunlight, even when filtered through window glass, was 
followed by swelling, redness and formation of papular lesions. 

Histologically, some edema of the epidermis and perivascular infiltrations com- 
posed mainly of lymphocytes and a few leukocytes were seen in the cutis. 

Daily injections of 0.1 cc. of nicotinamide mitigated the sensitivity of the skin 
to light to such a degree that only after two hours of sunlight would a few papular 
lesions appear. 


HAND-SCHULLER-CHRISTIAN DISEASE WITH CUTANEOUS MANIFESTATIONS. W. 
BurcKHARDT, Dermatologica 86:250 (Oct.-Nov.) 1942. 


A 3 year old boy who had repeatedly suffered from otitis media showed at the 
age of 2% years the triad of diabetes insipidus, protusio bulbi and typical defects 
of the skull. Pinhead-sized yellowish nodules covered with tiny scales together 
with purpuric petechiae were seen mostly on the chest. The scalp was covered 
with seborrheic-like scales. 

The histologic picture showed subepidermal reticuloendothelioma without deposits 
of cholesterol. 

Similar cases of reticuloendotheliosis with a more acute course were described 
under the name of Abt-Letterer-Siwe disease. Glanzmann and Walthard, who 
described such a case with similar cutaneous lesions, expressed the belief that this 
reticuloendotheliosis is an infectious disease sui generis and the deposits of choles- 
terol are secondary. In cases of the acute disease in children only few inner organs 
show deposits of cholesterol (Abt-Letterer-Siwe disease). Hand-Schuller-Christian 
disease with deposits of cholesterol develops only when remissions occur. Cases 
with similar cutaneous manifestations were reported by Gottron, Attig and Hofer. 


TROPHIC DISTURBANCES OF THE FINGER Naits oF BotH HaANnps CAUSED BY 
FUNCTIONAL DISTURBANCES OF THE OVARIES. W. STALDER, Dermatologica 
86:258 (Oct.-Nov.) 1942. 


A single woman of 24 noticed three years ago that one finger nail became 
brittle and that inflammation of the nail wall developed. Gradually all finger 
nails became involved. After a nail had crumbled, a new nail grew and remained 
normal for a while. Then the same cycle started again. 

All examinations, including mycologic studies of the finger nails, showed 
normal conditions with the exception of hypoplasia of the genitals. The patient had 
started to menstruate at the age of 18; her menstruations were irregular and 
scanty. She was treated with injections of follicle-stimulating hormone after 
menstruation and corpus luteum hormone eight days before the menstruation. 
After four more recurrences the nails remained normal. 


Heten O. Curtu, New York. 


PyoDERMA IN INFECTED WowuNpDs. P. CoLEMBA and A. KostAarev, Sovet. med. 10 :19 
(Nov.) 1943. 


In the pathogenesis of pyogenic infections of the skin an important factor is 
the presence of multiple minute breaks in the epidermis. These breaks constitute 
an invitation to pyogenic infection of the wounds. 

There is a certain succession in the appearance of micro-organisms in the 
wounds. First, only anaerobes can be found; later, Escherichia coli, and after two 
or three weeks, streptococci and staphylococci. Consequently, the development of 
the pyogenic flora reaches its high peak not immediately after the wound is infected 
but after several weeks. 

The authors introduced an ointment which they assert will prevent the invasion 
of pyogenic micro-organisms into wounds. The ointment, which acts as a prophy- 
lactic, consists of 3 per cent rectified oil of birch tar in equal parts of solution of 
calcium hydroxide and olive oil or any other vegetable oil. By repeating the pro- 
cedure over one thousand times in over 200 cases, the authors verified the high 
efficacy of and good tolerance to this ointment. 


Grabow, San Francisco. 


| 


Society Transactions 


NEW YORK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


Harry C. Saunpers, M.D., Chairman 
Frank Vero, M.D., Secretary 


Oct. 3, 1944 


A Case for Diagnosis (Fibroma; Neurofibroma?). Presented by Dkr. 
Georce M. Lewis. 


M. M., a man aged 56, first noticed hard lumps in the midline of the upper 
part of the abdominal wall about three or four years ago. These remained 
fairly stationary until last year, when there was an obvious increase in size 
and a tendency to spread to adjacent areas. At present there are several hard 
nodules which are partly confluent, forming firm plaques 8 to 10 cm. in width. 
The process involves the abdominal wall above the umbilical region. There is 
no tenderness and no other discomfort. 

A specimen when sectioned was found to have a fairly normal epidermis, 
just beneath which was a tumor mass that involved sweat glands in interlacing 
bands of fibrous tissue alternating with cords of cells which stained pink: with 
Masson’s stain and had some resemblance to nerve trunks. The general 
appearance of the specimen indicated that it is a subcutaneous neurogenous 
fibroma. It is in no way malignant. 


DISCUSSION 


Dr. Frep Wise: Biopsy, of course, determines the nature of the tumor. 
The nerves are involved in the growth, but I do not think that one can call it a 
neurofibroma in the sense of von Recklinghausen’s disease. I have always 
thought that a lesion like this should be called a fibroneuroma to distinguish it 
from neurofibromatosis. 

Dr. FRANK ComBes: I agree with Dr. Wise’s statement that histologic study 
is necessary in order to arrive at a diagnosis, and I also agree that the patient’s 
picture as a whole is not that of von Recklinghausen’s disease. It was Dr. 
Wise (Wise, F., and Eller, J. J.: J. A. M. A. 86:86 [Jan. 9] 1926) who wrote 
an article some years ago reviewing von Recklinghausen’s disease and pointing 
out the diagnostic importance of the café-au-lait spots. This patient seems to 
have none, and I do not think that von Recklinghausen’s disease exists without 
them. 

Dr. EvuGeNE F. Travus: Leaving the exact nature of this growth out of the 
discussion for a moment, I believe that a wide excision is the indicated method 
of treatment, in spite of the fact that the histologic structure suggests a non- 
malignant lesion, because the growth is multiple and there appear to be more 
nodules developing in the immediate area. If the lesion is not widely removed, 
the fact that new masses are developing in the general site of involvement would 
indicate that a recurrence might be anticipated. 

Dr. AnTHONy C. CrpoLtLaro: Since the question of excising lesions of 
neurofibroma has come up, it is well to remember that Hosoi found that in 13 per 
cent of cases of von Recklinghausen’s disease treated surgically sarcoma of the 
neurilemma developed. 

Dr. GeorceE M. Lewis: The case interested me because of the localization of 
the tumors. Without a biopsy, one might hazard many diagnoses, without much 
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hope of settling the question. We do not think that it is one of von Reckling- 
hausen’s disease for there is nothing clinically to suggest that diagnosis; never- 
theless, the histologic structure does show nerve trunks that seem to be part of 
the tumor. Dr. Foot, who has an international reputation for his work with 
such tumors, examined the sections, and his diagnosis was neurofibroma. | 
appreciate the suggestions as to therapy, particularly in regard to the potentialities 
ior malignant degeneration. 


Cavernous Hemangioma with Ulceration. Presented by Dr. Marcarer M. 

KLUMPP. 

M. S., a woman aged 42, has had since birth a cavernous hemangioma 
involving the left leg, the pelvic regions and possibly the spleen, which is 
enlarged. The lesion has caused discomfort because of increasing size and 
weight, and the patient has been eager to submit to any procedure which might 
give promise of improvement. She was referred to various departments of the 
New York Hospital for opinions and therapeutic efforts, as follows: 

1. Consideration was given to the repair of rectovaginal fistula, the result 
of packing which was necessitated by hemorrhage incurred during excision of an 
infected Bartholin gland in 1936. After surgical consultation it was decided 
not to attempt the procedure because of the great danger of hemorrhage. 

2. Roentgenograms in 1937 showed no evidence of destructive or productive 
lesions of the skeleton. Films of soft tissue showed pronounced enlargement of 
the soft tissues of the left thigh and leg. The vascular channels on the left 
revealed clearly a hemangioma of the leg. The impression was that of “extensive 
cavernous hemangioma involving the entire left leg and thigh.” 

3. A series of high voltage roentgen ray treatments was given in March and 
again in June and September 1938. Drs. Carty and Tuggle felt that sufficient 
roentgen rays had been administered, with no improvement, and_ therefore 
treatment was discontinued. 

4. Roentgen ray examination after injection of diodrast into vessels in 1937 
and 1939 confirmed previous reports of the extent of the lesion throughout the 
entire leg and thigh, with no change during this period. 

5. Two or three injections of a sclerosing agent into the veins near the 
left ankle resulted in a slightly firmer consistency just above the ankle and 
extending two thirds of the way to the knee. 

At present the left leg is much larger than the right, with large purplish 
areas over most of the surface, composed of minute blood vessels and some 
larger tortuous blood vessels. The patient wears supportive elastic stockings. 
On the outer side of the left thigh is a quarter-sized eroded, crusted lesion which 
is the result of cauterization performed in June 1944 by a private physician 
in an attempt to stop hemorrhage in this region. The lesion has not healed, and 
the patient now comes for therapeutic suggestions. 

DISCUSSION 

Dr. EuGene F. Traus: The area that has ulcerated should, in my opinion, 
be treated with the actual or cold cautery. The major portion of the lesion might 
be dealt with best by a compression bandage. For an adult with so extensive 
a lesion the only other type of treatment that could be considered would be 
the injection of a sclerosing material, and this might be a painful and long- 
drawn-out operation with only a fair chance for success. 

Dr. Frep Wise: I agree with Dr. Traub. 


Dr. FRANK C. Combes: I presented this patient about 1925, and at that time, 
in addition to the hemangioma, she had morphea. Tonight she presents a new 
fesion of morphea on her right arm. I treated her for the morphea, and she 
got well—whether or not because of the treatment, I cannot say. As to Dr. 
Traub’s remarks, I must have given the patient twenty or thirty injections of a 
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i 30 per cent solution of sodium salicylate for the angioma, and I succeeded in 
ridding her of the lesion around the ankle and back of the foot. Then I gave 
her the same sclerosing agent over the shin, ten or fifteen injections of good-sized 
| doses, without any benefit whatever. I agree with Dr. Traub that the 
granuloma pyogenicum could be curetted out. 

This woman presents a real endocrine problem. She has little stellate 
telangiectases, which appear and disappear at the same time as the patches of 
morphea do. She formerly had intense headaches, and I sent her to an 
1| endocrinologist who gave her thyroid and pituitary. 

Dr. FRANK VeRO: This case brings up an interesting dermatologic problem— 

the early treatment of hemangiomas. Dermatologists are told by many pediatri- 
cians and physicians that hemangiomas should be left alone. This case illustrates 
the fact that there is little one can do when such patients are older. I should 
like to recall a case of massive angioma cavernosum which Dr. Montgomery 
showed from the New York Polyclinic Medical School and Hospital before this 
Section last year (ArcH. Dermat. & SypH. 48:670 [Dec.] 1943) and in 
which the eruption was cured with solid carbon dioxide. In this case the right 
}| shoulder and arm were involved. 
I believe that all patients with this disease should be treated in early infancy. 
Dr. MarcaretT M. Kitumpp: Thank you for your suggestions, and I shall 
try to carry them out. I am especially interested in the additions to the history, 
| which I did not know about. This case illustrates to me the futility of treatment 
| of extensive lesions of this sort. Here is a case in which many of the suggestions 
1 which one hears at these meetings have been carried out, and, as far as I can see. 
the patient is not much better. 


Hemangioma Cavernosum Combined with Hemangiofibroma Tuberosum 

Multiplex Associated with Probable Involvement of the Right Optic 

and Acoustic Nerves. Presented by Dr. Grorce M. Lewis. 
C. P., a 61 year old Chinese laundryman, has had a new growth on the 
right side of the head since birth. He complains of poor vision in the right eye 
for the past eight years and deafness of the right ear for thirty years. Examina- 
i tion reveals an extensive cavernous hemangioma involving the right side of the 
i neck, the right ear and the right temporal region. Within- this area are several 
i finger tip-sized cone-shaped, hemispherical doughy pendulous tumors. One of 
the latter was excised for histologic examination. 

Sections from this small tumor revealed it to be composed of a number of 
widely dilated venous sinuses, scarcely enough to merit the term angioma but 
nevertheless constituting a tumor-like growth insofar as it consisted of large 
blood vessels in a fibrous stroma. 

Roentgen ray examination of the teeth revealed that they were normal. 
Roentgen ray examination of the sinuses revealed definite clouding of the left 
sphenoid sinus. 

From an ophthalmologic consultation the vision was reported to be 4/200 to 
4/100 in the right eye and 20/70 to 20/30—3 in the left eye. The right eye 
showed a definite patch of what may be a juxtapapillary choroiditis. There 
was a tessellated fundus with some choroidal sclerosis. 

Otolaryngologic consultation revealed 80 per cent deafness of the right ear 
and 35 per cent of the left. The frontal sinuses were normal to transillumination, 
but both maxillary sinuses illuminated poorly. 


DISCUSSION 


Dr. FrepERICK ReErss (by invitation): The interesting feature in this case 
is the involvement of the optic and acoustic nerves. It is of course problematic 
whether there is a direct involvement or whether compression from the heman- 
gioma is present. There is no doubt that the ‘patient’s hearing and vision are 
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impaired. A further unusual feature is the mammillated tumors which are 
fibrous and which histologically show dilatations of vessels in a fibrous stroma. 
On this basis one could classify the tumors as fibrohemangiomas. 


Pustular Psoriasis Successfully Treated with Antimony and Potassium 
Tartrate. Presented by Dr. Grorce M. Lewis. 


D. S., a 47 year old white housewife, had a blister formation on the palms 
and soles about August 1942. This was followed two months later by a thickening 
of the affected areas which made walking uncomfortable. Examination on Jan. 14, 
1943 revealed a heavy scale formation on the plantar aspect of all the toes, with 
considerable thickening of the nail plates, especially that of the big toe. In the 
middle of the right sole there was a well demarcated erythematous area of the 
size of a small palm covered with heavy scales. On the thenar eminences of both 
palms a similar process was present. There were neurgdermatitic patches on the 
right forearm and on the nape of the neck. 

Bacterial examination of blister contact of the hands and feet revealed 
Staphylococcus aureus. Examination of the throat and teeth gave no evidence of 
focal infection. Mycologic examination showed no fungi. 

Biopsy revealed pronounced parakeratosis, above which there was a scab com- 
posed of desquamated scales with small crusts of pus. The epidermis was thick- 
ened, and the rete pegs formed a net of cords intertwining with one another. The 
corium was thick and fibrous, and the inflammatory reaction in this was rather 
diffuse and made up of a variety of cells, among which polymorphonuclear leuko- 
cytes seemed to be numerous. The inflammatory reaction in the corium was 
slight for acrodermatitis. Plasma cells were not found in any considerable 
numbers. There was no atrophy of the epidermis. The blood vessels did not seem 
to be definitely inflamed, and there were no thrombi. The process appeared to be 
as equivocal as the clinical signs. The only indication of psoriasis was the pro- 
nounced parakeratosis which extended along the entire surface. There were no 
“air spaces.” The papillae did not approach the surface, as there was pronounced 
acanthosis which blocked such penetration of the epidermis. 

Treatment consisted in the administration of sulfapyridine and of roentgen rays 
and the local application of estrogenic hormones in ointment containing 10 per cent 
salicylic acid in petrolatum, all of which were of no avail. On April 4 the admin- 
istration of 1 per cent solution of antimony and potassium tartrate was begun, 
and after the fourth injection definite improvement was noticeable. After the 
tenth injection thickening of the palms and soles had completely disappeared. The 
right big toe nail is at present normal as to shape and thickness. There was only 
a faint trace of scaliness, which was treated with local applications of cod liver 
oil. Treatment was stopped in June, and the improved condition has remained 
unchanged since then. 

DISCUSSION 

Dr. Maurice J. Costetto: One of the patients presented by Dr. Reiss I had 
cared for privately with the usual treatments: roentgen rays and local therapy. 
The last time she visited me she was better than she is tonight. The other patient 
presented as successfully treated with this method, I think, has a number of 
lesions of pustular psoriasis on each heel now. They may be greatly improved. 
The characteristic of this disease is that the lesions clear up, recur, are persistent 
and are resistant to therapy. 

Dr. E. WitttrAm ApraAmowitTz: Did Dr. Reiss use antimony for psoriasis 
empirically or is there some pharmologic basis for the use of the drug? Does he 
employ it for ordinary psoriasis or only for pustular psoriasis? My experience 
is that the latter disease is resistant to treatment. Other metals, such as arsenic, 
bismuth and gold, have been employed in the treatment of psoriasis. Some of the 
newer antimony compounds might be better tolerated and perhaps more efficacious. 


Dr. Frep WIseE: It is difficult to judge how much improvement this patient 
has shown because we did not see the original eruption. I should like to have 
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Dr. Reiss tell us more about that and about the distribution of the eruption else- 
where than on the palms and soles. It is desirable to try any remedy, even if it 
is empiric, as this one is, in pustular psoriasis because most treatments achieve 
no results or only temporary results or the eruption may even get worse from 
treatment with topical remedies and with such agents as arsenic, soybean lecithin 
and others. My intention is to try it out, to see what happens and to report the 
results. 

Dr. GeorGeE M. Lewis: I have seen 2 other patients that Dr. Reiss has treated 
in the hospital, and those 2 also showed good results. While I am sure that Dr. 
Reiss does not want to leave the impression that this is a certain cure for pustular 
psoriasis, his method would seem to be an addition to the therapy, which is other- 
wise none too good. 

Dr. FREDERICK REIss (by invitation): This is meant simply to introduce a 
method which has helped in cases of recalcitrant pustular psoriasis. The patient 
was incapable of walking even a few steps because of the heavy scale formation 
on the heels. It is true that some lesions, which are probably dyshidrotic vesicles, 
are seen on the palms today, but, compared with the former eruption, they have 
practically regressed. The other patient has not been under treatment for the 
past five months, and there has not been the slightest relapse to date. I feel that 
psoriasis may be associated with a virus causation, and, since antimony has been 
used for many types of virus diseases, I thought that it might be beneficial in 
the treatment of psoriasis also. This treatment is not as effective for psoriasis 
vulgaris as for the pustular form. That the drug has some degree of specificity 
is shown by the fact that there is noticeable improvement in the eruption after 
three or four injections. I have been using topical applications also, such as cod 
liver oil. 

I give 1 cc. of antimony and potassium tartrate intravenously, gradually 
increasing the dose to 5 cc. once a week. 


Tinea Capitis in a 2 Year Old Child. Presented by Dr. Grorce M. Lewis. 

M. S., a girl aged 2 years, was first seen at the New York Hospital on June 5, 
1944. Her older sister had been sent home from school because of tinea capitis, 
and the patient was brought in as a contact. She has since received therapy with 
a penetrating ointment base containing diethylstilbestrol.- There has been no 
demonstrable effect from this treatment. 

Examination reveals typical patches of ringworm scattered over the scalp. 
Microsporon audouini was demonstrated on culture. 

Suggestions for therapy would be appreciated. 

DISCUSSION 

Dr. Frep Wise: I do not understand what Dr. Lewis intended to emphasize 
in this case. Is it impossible to give roentgen rays to a 2 year old child? I think 
that a baby could be given an anesthetic, if necessary. 

Dr. George M. Lewis: We have treated several preschool children with 
roentgen rays, and it is surprising how children even 3 or 4 years old will 
cooperate. There is more difficulty with children as young as 2 years, and I am 
not sure that they should be so treated. I am interested in the fact that no one 
mentioned any form of therapy other than roentgen irradiation. We thought that 
some other treatment might be advisable, and therefore Dr. Reiss gave the patient 
diethylstilbestrol by local application. In a small series of cases in which the 
patients were similarly treated, we were disappointed in the results. 

Dr. EManueL Muskatsiit: In the New York University dermatologic clinic 
roentgen rays are not given to children below the age of 4 years. It is almost 
impossible to keep small children quiet for two and one-half minutes in each of 
five positions. They begin to talk and move, and the roentgenologist has to stop. 
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It is possible to do it with an anesthetic. I recall that in Russia some children 
were given enemas of chloral hydrate and while the child was asleep the head 
could be fixed with blocks or sandbags and treatment administered. 

Roentgen epilation of small children may be dangerous because of the small 
size of their heads. One risks overlapping of rays. It may be difficult to mark 
the five points with correct distances between them on a small head. Another point 
which has been stressed is that small children have tender bones, as ossification 
has not been completed, and that radiation may reach the meninges and even the 
brain and cause trouble in later years. This danger is more imaginary than real. 

If one is conservative and refuses to treat a 2 year old child with roentgen rays 
and if the infection is due to M. audouini, the parents must be told to wait two 
or three years before the treatment can be given. Although these young children 
do not lose school, the situation is still not an easy one. 

Dr. ANTHONY C. CrpoLLtAro: I should like to see stricken from the record 
the remark that roentgen rays as used by dermatologists in the treatment of tinea 
capitis may damage the brain. There is no scientific basis for such a statement. 
Most children of 2 or 3 years of age can be treated with roentgen rays from a 
shock-proof apparatus, the four point method being used. 

Dr. EuGeNne F. Traus: The age of the patient does not seem to me to be a 
contraindication for treatment with roentgen rays. In the ten or fifteen years 
following 1920, while I was responsible for the roentgen ray therapy at the New 
York Skin and Cancer Hospital, we never hesitated to epilate a child regardless 
of its age. The youngest patients were tightly wrapped in a sheet or blanket so 
that they could not move, and the head, properly protected, was held in place by 
the parents or an attendant. An anesthetic was never necessary. We also tried 
partial epilation, which was successful in a number of cases. If in those days we 
had followed up our patients with the Wood light or had examined them with 
this light prior to treatment, our percentage of success with the localized method 
of treatment might have been greater. However, I trust that no one has implied 
that the five point method is invariably successful, because I can assure you that 
this is not the case, regardless of the operator. 

Dr. CHARLES LERNER: I can readily understand Dr. Lewis’ predicament 
in this case. I should prefer to treat the scalp of this child with antiparasitic 
ointments. Anesthetizing so young a child, especially in a roentgen therapy 
room, is a difficult and cumbersome task, and I do not think that it is practical. 
The difficulty that one encounters in trying to epilate so young a child can often 
be overcome by rehearsing the epilation procedure without turning on the rays. 
By gradually overcoming apprehension the child can finally be trained to stay 
quiet. Personally, I always hesitate to epilate the scalp of a child under 6 
years of age. 

Dr. GeorceE M. Lewis: I am glad to have Dr. Cipollaro’s suggestion of the 
four point method, which should be workable with a small head. I think that 
the circumference of the head may be more important than the age of the patient. 


Dermatitis Medicamentosa (Probably Due to Phenolphthalein). Pre- 
sented by Dr. Marcaret M. Kiumpp. 

R. C., a girl aged 13, is presented from the New York Hospital, with a 
bullous eruption of the legs. About September 22, bullae first appeared on the 
lower third of each leg. About five days before that, the patient took a teaspoon- 
ful of a laxative, the nature of which is unknown as the bottle was thrown away. 
There is moderate pruritus. There is no history of the patient’s going to the 
country. 

In July 1943, blisters similar in appearance to the present eruption appeared 
on the right thigh and left ankle. Again there was no history of a trip to the 
country. The patient states that she has similar attacks each summer. 


4 


146 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


Large pea-sized bullae with a noninflammatory base are distributed symmet- 
rically over the lower third of each leg. No scarring from previous attacks is 
seen. 

Biopsy revealed a ruptured and superficial bulla in an area of skin entirely 
flattened out and devoid of rete pegs. There was a dense infiltrate about the 
vessels of the corium, consisting of polymorphonuclear leukocytes, which invaded 
the basal layer of the epidermis in some places. The deeper layer of this 
structure showed some necrosis. The picture was felt to be characteristic of a 
drug eruption. 

DISCUSSION 

Dr. E. WiLttiAM ABRAMOwITz: This may be a drug eruption, but I do not 
think that it is due to phenolphthalein, and it is not a fixed eruption, even 
though it is said to recur in the same areas. When a drug eruption is severe 
enough to produce bullae, it also causes a red areola and is followed by pigmenta- 
tion. The patient takes some syrup each summer. A test dose should be given 
to see whether the eruption returns. I think that it is a bullous type of erythema 
that may be due to a number of causes. 

Dr. CHARLES A. GREENHOUSE: I suggest a diagnosis of pemphigus virginum. 
This occurs in young females, recurs from time to time in crops of large vesicles 
and bullae and persists for several weeks. I believe that the patient presented 
tonight has a disease that fits well into this category. 

Dr. Eucene T. Bernstein: The interesting feature in this case is that 
the eruption recurs every summer. I questioned the child, and she said that in 
the summer she does not wear socks. I suggest the simple diagnosis of hydroa 
estivale. This is a bullous eruption which recurrs every summer on exposure 
to sun and heat. 

Dr. JEssE A. Totmacu: I do not think that the eruption should be called 
pemphigus virginum, because I now have as a patient a young boy who has had 
the same type of eruption for two successive summers. 

Dr. Frep Wise: In a large clinic my colleagues and I see perhaps not more 
than 2 cases in a year exactly like this one, with tense bullae on the lower 
extremities, and I have always considered them to be unclassified. I questioned 
this girl closely about contact with plants, and the answers were negative. The 
results of patch tests were negative. Naturally one always thinks of some 
endocrine disorder. Pemphigus virginum is a farfetched diagnosis for a patient 
otherwise healthy. I should like to hear the opinion of others regarding such 
eruptions. 

Dr. Max ScHEER: In this case there are bullae which show no inflammatory 
halo but which seem to arise on normal skin. I was wondering whether these 
cases cannot be classified in the group of cases of epidermolysis bullosa. Most 
patients give a familial history, but some do not, and I suggest that as a diagnosis 
for consideration. 

Dr. EucGene F. Travus: It is possible that this eruption might be caused by 
insect bites, although I could not get that history in this case. I have seen a 
number of similar cases, however, particularly on Long Island, in which bullous 
lesions on the lower extremities were caused by flea bites. 


Dr. MarcareET M. Kriumpp: As regards hydroa estivale, this eruption 
appeared late in summer—about September—and the patient had not at that 
time been exposed to the sun, although she had been so exposed all summer with- 
out ill effect. I think that that fact practically rules out hydroa estivale. This 
eruption appeared one year ago; I saw the patient in July 1943, when there were 
blisters in the same location as there are tonight and, in addition to this, on the 
covered parts of the right thigh. At that time a diagnosis of dermatitis venenata 
was made, and the patient was then lost to observation. I think that the possi- 
bility of insect bites could be ruled out. There was no inflammation, and the 
blisters were tense, large and superficial. Tonight there is a slight halo around 
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the periphery of these blisters, but it was not there in the beginning, and there is 
no itching. I am not at all sure that the eruption is dermatitis medicamentosa. 
It is known that five days before the appearance of the eruption the patient took 
a laxative, but the bottle has been thrown away. 


Triple Symptom Complex of Behcet. Presented by Dr. HELEN O. CurrH. 

(This patient was previously presented, Oct. 5, 1943, with a diagnosis of post- 
operative anophthalmos of the left eye; uveitis and choroiditis of the right eye, 
possibly due to the virus of lymphogranuloma venereum. ) 

J. T., a white man aged 24, of Italian parentage, has had no further attacks 
of iritis since the last presentation. The vision of the remaining eye, however, 
has become very poor. The patient has suffered from recurrent attacks of small 
ulcers in the mouth, which he has experienced on and off for many years. In 
August of this year the patient was seen with several pinpoint aphthous lesions 
of the buccal mucosa. He had several attacks of large genital sores. When 
seen in August and September he had large dirty-looking ulcerations on the 
right side of the scrotum without inguinal adenitis. The patient was admitted 
to ‘the Institute of Ophthalmology of the Presbyterian Hospital in the city of New 
York a week ago for a course of penicillin treatments and has today completed 
a course of 2,400,000 units. The genital lesions practically healed within four 
days, and the vision has subjectively improved slightly. While he was receiving 
penicillin, a large boil developed on his back and there was inflammation at 
the sites of many injections of penicillin on the buttocks. The temperature, 
which at that time rose to 101 F., is normal now. 

Examination reveals postoperative anophthalmos of the left eye and uveitis 
and choroiditis of the right eye. The mouth is free of lesions. A scar is seen 
on the left part of the lower lip. There are some old scars on the scrotum, 
and a crust is left on a small lesion on the right side of the scrotum. There is 
a mild inguinal adenitis on the left side due to inflammation of the left buttock 
at the site of.an injection of penicillin. 

Laboratory examinations: Tests with Frei antigen-dmelcos and _ isotonic 
solution of sodium chloride by injections were repeated, eliciting the following 
reactions: Frei test (on left arm, Sept. 27, 1944), positive; Ducrey test (on right 
arm Sept. 27, 1944), strongly positive, and a control test with saline solution (on 
right forearm, Sept. 29, 1944), negative. 

Note.— At one time last year the control test with saline solution had elicited 
an uncharacteristic redness of the injection site. 

DISCUSSION 

Dr. HELEN O. CurtH: This case was presented again tonight because I felt 
that it shows the fully developed picture of Behcet’s triple symptom complex. 
Although nothing is known about the causation, the conception of the syndrome 
may help one to recognize what the disease is not. This patient has no venereal 
disease—at least, what he presents tonight cannot be explained on the basis of 
venereal disease. Last year the patient was shown with a diagnosis of lympho- 
granuloma venereum, and the lesions were considered to be chancroids on clinical 
grounds. It would be rather unusual in cases of chancroids to see recurrent lesions 
on the genitals where Ducrey’s bacilli could not be found and with no involve- 
ment of the inguinal lymph nodes. Recognizing the syndrome, one also learns 
something of the bad prognosis. In all these cases the second eye invariably 
becomes involved, and the disease ends with complete blindness. Thirdly, many 
patients with one symptom missing may have Behcet’s syndrome, because all 
three manifestations (eye, mouth and genitals) may not occur simultaneously 
or alternately and it may take many years before the third manifestation becomes 
apparent. In women the genital lesion is often described as ulcus vulvae acutum. 
It often occurs together with aphthous lesions of the mouth. 

With regard to the question of lymphogranuloma venereum, this patient gives 
a history of bubo many years ago, and the Frei test elicited a positive reaction. 
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A test with saline solution elicited a negative reaction while the patient was 
being treated with penicillin. Before receiving penicillin, he once showed 
uncharacteristic redness to a test with saline solution. In the literature many 
authors report that these patients have such a sensitivity to intradermal tests 
that they react positively to all or even to the prick of a needle. Our patient 
reacted negatively to high dilutions of tuberculin. 

I tried penicillin for obvious reasons. Other medications recommended are 
the sulfonamide drugs and vitamin B. The patient is of Italian parentage. 
He has a large vegetable garden, and his diet seems adequate. 


A Case for Diagnosis (Tattoo; Postinammatory Hyperpigmentation?). 

Presented by Dr. Greorce M. Lewis. 

C. F., a woman aged 39, is presented from the New York Hospital. She 
was first examined on July 17, 1944, stating that five weeks previously she 
submitted to an electrical treatment in the office of a former European midwife, 
who was now said to be a licensed electrologist. She had formerly undergone 
a series of eighty-five treatments with electrolysis in the office of a dermatologist 
and several treatments of multiple needle electrolysis at the hands of the former 
midwife, without any undue reaction or unwanted sequelae. She is now con- 
cerned over the appearance of the skin. 

There are some residual focal pigmentation and pitting of the skin of the 
cheeks. This pigmentation has become less pronounced during the two and a 
half months since she was first observed. 


DISCUSSION 


Dr. Maurice J. CosteLto: The hyperpigmentation and pitted scarring which 
this patient presents are the types of lesions which follow inexpert attempts to 
remove hair with the short wave high frequency current. I believe that this 
method was employed for this patient, because she said a rapid instantaneous 
“spark” had been used. This is another example of the evasion of the Medical 
Practice Act by lay practitioners. Under the law I do not think that this group 
has any right to employ the high frequency current for the removal of superfluous 
hair. 

Dr. GeorceE M. Lewis: There has been considerable intprovement in the con- 
dition of this patient. When she was first examined, the pigmentation impressed 
me as electrolytic tattoo from the use of the positive pole instead of the negative. 
However, there has been a gradual disappearance of the pigment; hence, I now 
believe that the depressed and hyperpigmented areas have been caused by some 
form of electrodesiccation. 


Telangiectasia of Tip of Nose (Rosacea; Lupus Erythematosus?). 
Presented by Dr. Maser G. SILVERBERG. 


M. G., a man aged 56, has noticed redness of the tip of the nose for the past 
fifteen months. Three years ago he sustained a fracture of the left orbit, followed 
by operative repair. Since coming to the clinic the patient has received only light 
applications of solid carbon dioxide. 

The middle third of the nose is bright red, shiny and oily. The boundaries of 
the lesions are sharp and resemble a rough square. On close inspection the lesions 
show telangiectasia. 

The Mazzini test elicited a negative reaction on March 4, 1944. 

Biopsy performed in June revealed an acute inflammation of the basal layer of 
the epidermis which showed an increase in sebaceous glands and numerous hair 
follicles which did not exhibit much inflammation. The corium was fairly dense 
and showed broken-up elastic fibers scattered throughout and in some places 


almost resembling fibrin. They seemed to be fragmented. There were mantles 
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of lymphocytes about the vessels of the cutis, and the latter were congested with 
blood. The picture was fairly typical of a rather acute phase of rosacea without, 
however, exhibiting any of the acneform lesions. 

DISCUSSION 

Dr. EUGENE F. Traus: Inspecting this patient on one occasion, I was impressed 
at once by the sharp demarcation of the telangiectatic eruption. There was also 
some suggestion of pigmentation and atrophy. The entire picture is compatible 
with sequelae of irradiation. On being questioned, the patient stated that he had 
treatments with roentgen rays on several occasions, one for work done on his 
lower teeth and the others for something in connection with the left eye. It ts 
possible, therefore, that portions of this eruption, if not the entire picture, represent 
sequelae of irradiation. 

Dr. FranK C. Combes: I agree entirely with Dr. Traub’s diagnosis. 

Dr. MARGARET M. Kitumpp: The patient had a fracture of the orbit, and 
I am sure that roentgenologic studies were made at that time. 

Dr. FrepericK Rerss (by invitation): I examined the sections in this case, 
and they certainly do not give evidence of damage from radiation. They reveal 
hyperplasia and increase of the sebaceous glands, without any sign of atrophy of 
the skin and its appendages. 

Dr. MARGARET M. Ktumpp: The dilated blood vessels were so sharply defined 
that the lesion looked almost like a nevus. The patient was given weekly treat- 
ments with solid carbon dioxide until I was satisfied that there had been absolutely 
no change; hence, I am still at a loss. 

Dr. E. WitrtraAM AsBRAMowiITz: At the Skin and Cancer Unit of the New 
York Post-Graduate Medical School and Hospital several patients have been seen 
with telangiectasia and redness of a limited area at the tip of the nose. I believe 
that they have some chronic infectious process of the maxillary sinuses as an 
underlying cause. 

Dr. Maurice J. CostetLo: I agree with Dr. Wise and believe that the eruption 
is a manifestation of rosacea. Long telangiectases which are parallel to the long 
axis of the nose, without any other sign of radiodermatitis, militate against the 
latter diagnosis. I suggest that these blood vessels be destroyed with the electric 
needle. 

Dr. Georck M. Lewis: Although sequelae due to roentgen rays were con- 
sidered in the differential diagnosis, the absence of atrophy and hyperpigmentation 
and the histologic changes rule out such a possibility. We also thought of lupus 
erythematosus of the telangiectatic type, but we feel that the location, clinical 
appearance and age of the patient favor rosacea. 


A Case for Diagnosis (Hemangioendothelioma; Hemangiofibroma?). 

Presented by Dr. Grorce M. LEwis. 

A. O., a 69 year old white housewife, thirteen years ago noticed under the left 
lower eyelid a hardly perceptible red nodule. This remained stationary until six 
months ago, when there was a sudden increase in growth. The lesion has now 
reached a spheroid shape, % inch (103 cm.) in diameter, and bleeds freely at times. 

In the center under the left lower eyelid is an encapsulated, freely movable, 
painless tumor. The lesion has a rubbery consistency and a reddish-bluish color. 
There is no fluctuation. In addition there are several soft fibromas and hairy nevi 
on the right side of the face, on the neck and on the chest. 


DISCUSSION 


Dr. Frep Wise: The lesion is tense, globular and easily movable, as though 
it were some kind of cyst rather than a solid tumor. I think that it is not an 
endothelioma. 
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Dr. Eucene F. Travus: This lesion is a hydrocystoma. If Dr. Lewis will 
puncture it with a needle, I am sure that watery fluid will be obtained, and if the 
lesion is completely collapsed the sweat ducts will again fill it up. 

Dr. CHartes LERNER: I think. that the patient had traumatized the lesion. 
She said that she had tried to draw something out of it. 

Dr. E. Witt1AM AsRAMOWITz: I think that it would be a good idea to 
aspirate the lesion. 

Dr. FREDERICK Reiss (by invitation): There is some degree of softness in the 
tumor, but I do not see any evidence of cyst formation. There is a doughy feeling, 
and the recent increase in size is indicative, or at least suggestive, of a new growth. 


Lupus Erythematosus of the Eyelids, Chest and Neck. Presented by 

Dr. MARGARET M. KLumpp. 

E. B., a woman aged 28, is presented from the New York Hospital with an 
eruption on the eyelids, on the upper part of the chest and on the neck, which 
has been present for six years. She is presented for therapeutic suggestions. 

About 1938, when the patient was 22, patches first developed on the eyelids 
and the neck. The following year she had her first pregnancy, during which the 
cutaneous lesions disappeared. In 1940 the eruption recurred and, according to 
biopsy at the New York Skin and Cancer Hospital, a supraclavicular lesion was 
diagnosed as a toxic dermatitis. 

The patient then attended the New York Hospital where she received twenty- 
five injections of 1.5 cc. each of bismuth subsalicylate in oil (0.13 Gm. of the drug) 
weekly, from 1940 to 1941. From April to December 1941, twenty-four injections 
of gold sodium thiosulfate were administered, the dose varying from 10 to 50 mg. 
No further treatment was given at the time as another pregnancy occurred with 
miscarriage in November 1941. The patient was not seen again until July 1943, 
and from then until November, when she received eighteen injections of a gold 
preparation. From November to April 1944, she was given eleven injections of 
liver extract and injections of cafarrh vaccine and vitamins by mouth. From 
April to August, seventeen injections of oxophenarsine hydrochloride were admin- 
istered, beginning with 0.005 mg., each dose being increased by 0.005 mg. until 
0.04 mg. was being given. 

The third pregnancy occurred in 1942 and went to full term. The lesions 
again cleared during this pregnancy. 

Physical examination reveals coarctation of the aorta, probably congenital. This 
was accompanied with hypertension, especially during pregnancy and in later 
years. There is no evidence of other systemic disease. 

Typical patches of lupus erythematosus, some with atrophy and some with 
edema, telangiectasia and crusting, are present on the eyelids, chest and neck. 

Repeated urinalyses have shown no abnormalities. The blood count showed 
the size and shape of the red blood cells to be normal. The white cell count was 
7,650, with 53 per cent lymphocytes, 40 per cent polymorphonuclear leukocytes, 
2 per cent monocytes, 2 per cent band forms and 3 per cent eosinophils. Red blood 
cells numbered 4,300,000; the volume was 40 per cent, and the sedimentation rate 
had a total fall of 1 mg. per hour. 


DISCUSSION 


Dr. E. WirttAM AsrAMowItTz: I suggest that a different type of gold com- 
pound, such as triphal, be tried. Transfusions of blood at prolonged intervals may 
also help to build up resistance. 

Dr. Frep Wise: Am I correct in my assumption that if one form of gold 
compound is not successful others should be tried? Specialists in the treatment of 
arthritis use half a dozen varieties of gold. Dr. Traub has had successful results in 
the treatment of lupus erythematosus with vaccines. I think that those two methods 
of treatment should be given a thorough trial, combined with adjuvant therapy 
with solid carbon dioxide. 
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Dr. MarcGaret M. Ktumpp: I am grateful for any suggestions because the 
patient has received catarrh vaccine, gold compound, liver extract and oxophenarsine 
hydrochloride without benefit. 


LOS ANGELES DERMATOLOGICAL SOCIETY 
A. FLetcHer Hatt, M.D., Chairman 
CLEMENT E. Counter, M.D., Secretary 


Oct. 10, 1944 


Congenital Fistula. Presented by Dr. JoHN D. Rocers. 


When R. D., a girl aged 12 years, was born, her mother noticed two small 
openings or dimples at corresponding locations on the external ears. No swell- 
ing was present until the child was 3 years old. Then a lesion similar to 
a boil appeared about 0.5 cm. anterior to the dimple-like opening on the right 
ear. The lesion appeared to the physician to be a wen, and he incised it and 
evacuated cheeselike material. The lesion healed and remained well until the 
child was 5 years old. Since then she has had similar swellings three times. 
The first two swellings healed after being drained, but since the third swelling 
occurred, two years ago, the lesion has drained continuously. The father had 
similar sinuses in the same location, but he has never had any trouble. She 
has one sister, and that sister has no similar deformity. 

Just anterior to the right tragus is a cicatricial lesion covered with a crust, 
about 1.5 cm. in diameter. There appears to be a fistulous opening leading from 
this lesion to an opening on the crus of the helix. Purulent material exudes 
from this opening. The left ear has a similar opening without swelling or 
drainage. 

DISCUSSION 

Dr. Hat E. Freeman: I believe that these lesions are branchial cleft cysts 
developing from an embryologic fault. 

Dr. H. C. L. Linpsay: They are congenital openings on ‘both ears. In the 
old days they used to be called accessory auditory meatuses. It is possible that 
the inflamed area has been infected by tuberculosis. 

Dr. NELSON PAuLt ANDERSON: This case represents a classic example of a 
congenital preauricular fistula. If one examines both ears, one will find a small 
pit at the ascending ramus of the helix in front of each ear. This anomaly occurs 
often in families and is inherited to a decided degree. I know of one family 
in which it was traced back for seven generations. The particular granulomatous 
lesion now present in front of the ear is connected definitely with a small pit 
on the ascending ramus of the helix. To cure the anomaly one must take a 
probe or other instrument, insert it in the small opening, run it down to the 
granulomatous lesion, cut the fistulous tract wide open and destroy the epithelial 
lining. Almost all such patients presented before dermatologic societies or surgical 
societies give the same history of previous operations with recurrences. The 
granulomatous lesion will never disappear until that fistulous tract is destroyed. 
Dr. Samuel Becker, some years ago, had 2 cases which unfortunately were 
published not in the ArcHIves but elsewhere. The only case recognized and 
published recently in a dermatologic journal was the one by Dr. F. T. Becker, 
of Duluth. 

Dr. Paut Foster: I had a patient about four months ago with a similar 
condition. I missed the diagnosis at first because she had been operated on. 
Later, it was confirmed that she had an auricular opening. I was foolish enough 
to think that I could cause it to heal by the introduction of escharotic substances 
into the opening. I do not believe that this can be done. 
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Dr. CLEMENT COUNTER: My experience with 1 patient reveals the difficulty 
of opening such a sinus tract. The operation was performed by an excellent 
otolaryngologist, and a paralysis of the lower right side of the face resulted. It 
is easy to injure the facial nerve by the surgical treatment necessary to cure such 
a sinus. 


A Case for Diagnosis (Sarcoid?). Presented by Dr. NeELSoN PAUL ANDERSON. 

E. M., a white woman aged 65, had an operation at New York Hospital for 
the removal of a blind abscess on the anterior surface of the neck, one year ago. 
A small amount of pus was evacuated. 

Now there is a depressed scar on the right side of the neck anterior to the 
sternocleidomastoid muscle. There is also an atrophic scarred area on the bridge 
of the nose following radium treatment at Memorial Hospital for the Treatment 
of Cancer and Allied Diseases, New York City. On the lateral surface of the 
right foot there is a tumor about 3 cm. in diameter, and a similar subcutaneous 
lesion is on the right side. 

The Wassermann reaction of the blood was negative. The roentgenologic 
examination of the long bones showed no lesions. 


DISCUSSION 

Dr. M. E. OperMAYER: It is possible that histologic examination will show 
the picture of lupus pernio rather than that of sarcoid. The location and clinical 
appearance of the lesions as well as the presence of “chilbain circulation” are 
suggestive. 

Dr. Netson Pact ANnperSON: I really have not the slightest idea of the 
correct diagnosis, and I believe that microscopic examination will be necessary 
before a definite conclusion can be reached. 


Pigmented Nevus. Presented by Dr. IrvING R. BANCROFT. 

D. W., a Chinese girl aged 4 years, presents an oval brown-pigmented slightly 
raised, papular lesion on the left side of the forehead 2 cm. in its longest diameter. 
The surface is soft, fine textured and covered with fine dark brown hairs. It 
has increased to its present size from a greatest diameter of 6 mm. when observed 
at birth. There has never been any inflammation. A similar but smaller nevus 
is located on the medial side of the left leg. The lesion on the leg has not 
increased in size. The case is presented for a discussion of the appropriate 
treatment. 

DISCUSSION 

Dr. KENNETH Stout: I should like to ask whether any one has observed 
a hairy pigmented nevus which has become malignant. I understand that such 
lesions do not become malignant. 

Dr. H. C. L. Lrnpsay: I had a patient with numerous hairy moles. One 
became malignant. Metastasis had possibly taken place before this mole was 
taken off. It was treated by radium under the direction of Dr. George Sharpe. 
The child ultimately died. 

Dr. A. FLetcHER Hatt: May I ask whether it was ordinary hair or lanugo 
hair? 

Dr. H. C. L. Linpsay: The main lesion on the arm was covered with long 
hair, monkey-like hair. Other moles on the body covered about one sixteenth: of 
the body surface; most of them were hairy. 

Dr. M. E. OperMayer: The lesion is a simple nevus pigmentosus et pilosus, 
and if it is excised excision is for cosmetic purposes only. I think that there 
is no indication for immediate operation, and I wonder whether the reported 
rapid growth of the nevus is not relative and in keeping with the growth of the 
body. 
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Dr. Hat E. FREEMAN: Why would it not be better to excise it now, when 
the child is younger, than to wait until a later date? It seems to me the earlier 
the better for cosmetic results. 

Dr. Irvinc R. Bancrort: I did not know whether it should be removed 
with solid carbon dioxide or whether it should be excised. I think that the lesion 
has increased in size far out of proportion to the general increase in size of 
the child. 


A Case for Diagnosis (Rosacea?). Presented by Dr. A. FletcHer HAL. 

K. H. P. is a 26 year old married white American housewife. Her first 
eruption began in January 1943, when a redness developed on the lower part of 
her face, with numerous tiny pustules. This cleared after two roentgen ray treat- 
ments, given by another physician, and the elimination of foods to which she had 
positive reactions to scratch tests. The face remained clear tor several months, 
but redness recurred during the summer of 1943. Tiny pustules were also 
present again. The eruption has continued since then without change regardless 
of treatment. Numerous new pustules appear every morning. 

The chin, the folds at the sides of the mouth, the nasolabial folds and the nose 
are involved in a continuous patch of redness. Numerous follicular openings are 
ruptured pustules are marked by 


occupied by tiny sessile pustules, while sites o 
crusts. The redness is due to erythema rather than to telangiectasia. Diascopic 
examination reveals no residual pigmentation. 

The following treatment has been used without benefit. One roentgen ray 
treatment of 60 r was given ten months ago. An ointment containing 3 per 
cent each of salicylic acid and sulfur and 5 per cent of juniper tar was applied 
to the scalp and face. This caused irritation, and its use was discontinued. Later, 
sulfathiazole ointment was used together with boric acid compresses, which 
reduced pustule formation while it was used. Four U. S. P. units of crude 
liver extract with 100 mg. of thiamine hydrochloride was given intramuscularly 
twice weekly for eighteen weeks. Intravenously, gold sodium thiosulfate was 
given in doses up to 50 mg. once weekly for six doses. Smallpox vaccination 
was performed daily for five days. Staphylococcus toxoid was injected five times 
in two weeks. There has been no treatment for one month. 

DISCUSSION 

Dr. W. H. GoecKerRMAN: In the absence of biopsy I favor the diagnosis 
of rosacea. I think that the appearance fits that diagnosis. Rosacea manifests 
itself in different clinical appearances. 

Dr. SAMUEL Ayres JR.: The lesion was unique. I have never seen one 
exactly like it. The peculiar suboral distribution suggests features of sebor- 
rheic dermatitis. I think that sulfur and salicylic acid ointment would be helpful. 

Dr. A. FLETCHER HALL: The patient has used an ointment of salicylic acid, 
sulfur and juniper tar for the face and scalp. It produced no benefit but was 
irritating. She may have been sensitive to one of the ingredients. 

Dr. M. E. OperMAyer: Dr. Goeckerman’s suggestion is undoubtedly correct. 
Though it is unusual to see such sharply bordered lesions in rosacea, the presence 
of erythema and pustules on the forehead, the red nose, the seborrheic background 
and the age of the woman are all in support of the diagnosis of rosacea. 

Dr. Paut Foster: This is an unusual type of circumoral eruption strongly 
suggesting rosacea. In view of the fact that she has not had a gastric analysis, 
I suggest either that she have a gastric analysis made or that she be given 
rather large doses of dilute hydrochloric acid by mouth as a therapeutic test. 

Dr. A. FLetcHeR Hatt: This was first considered to be a possible seborrheic 
dermatitis, and then the thought that it might be a reaction to roentgen rays 
occurred. At that time only the redness was present, with no pustules. It was so 
well circumscribed and so constant in its character that an overdose of roentgen 
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ray treatment was suspected. When the pustules appeared, that idea was given 
up. A rosacea was not considered earlier because of the constant limits of the 
eruption and the confluent character of the eruption. 


Arsenical Keratoses Disappearing with Vitamin A Therapy. Presented by 
Dr. A. FLETCHER HALL. 


H. M., a 39 year old white man, is an automobile mechanic. No members of 
his family are known to have had cutaneous abnormalities of the palms and soles. 

From the age of 7 to 13, he took solution of potassium arsenite for the treat- 
ment of chorea. About seven years after he quit taking that drug the first warty 
lesions occurred on the palms. Similar lesions have appeared since then on the 
soles. Some have been removed as papillomas. During the past twenty years 
the warty lesions have increased in number, size and thickness. Pale patches 
on the backs of the hands were noted four months ago. Three months ago the 
palmar aspects of the hands and the fingers were studded with numerous yellowish 
to yellowish orange thickenings varying in size from that of a small pinhead to 
that of a large pea. Many of these lesions showed depressed centers. The 
palmar aspect of the web between the left second and third fingers was the site 
of a large, pea-sized, abruptly elevated keratosis, with a deep fissure at each 
side. There were practically no uninvolved areas on the palms. The soles showed 
numerous tiny, pinhead-sized, comparatively superficial keratoses. The dorsal 
aspects of both hands and wrists showed numerous well defined, milky white, 
depigmented macules varying in size from that of a pinhead to that of a pea. 

After three months of ingestion of vitamin A, 150,000 U. S. P. units daily, 
there are many uninvolved areas on the palms. The warty lesions are much 
fewer. The lesions which are still present on the average are smaller. The areas 
of depigmentation have disappeared from the backs of the hands and wrists. Ten 
per cent boric acid ointment containing 6 per cent salicylic acid has been used 
locally. 

DISCUSSION 

Dr. W. H. GoecKeRMAN: I have treated a number of patients like this one, 
and most of them have done remarkably well. Vitamin A must be given in large 
doses over a long period. I have repeatedly emphasized that I do not think that 
one should talk longer about avitaminosis, hypovitaminosis or dysvitaminosis in 
cases of this kind. Vitamin A does something to the skin, which is not fully 
understood. It acts in a pharmacologic or biochemical manner in various types 
of dyskeratosis. It is likely that its effect is brought about in an indirect manner, 
possibly because of some effect on the liver or gonads. I suspect that it does 
this by producing some new chemical. This is suspected because smaller physio- 
logic doses are of no value in such cases, and the vitamin must be given over 
a considerable time. I have some evidence that in large doses it has a con- 
siderable effect on the entire ectodermal system. What can be done occasionally 
for these dyskeratotic conditions surprises every one. 

Dr. NELSoN PAut ANDERSON: How much improvement do you think there is? 

Dr. A. FLercHer Hatt: To say how much improvement there is, one would 
have to define the basis for starting and ending. All I can say is that there was 
not a normal area on the patient’s palms large enough to put the butt end of a 
pencil on before treatment was started three months ago. There are now irregular 
dime-sized clear areas on the hypothenar eminences and on the pads at the bases 
of the index fingers and elsewhere. Lesions that remain average about half of 
their original size. The large lesion on the web between the left index and third 
fingers which I strongly suspected was malignant when I first saw the patient I 
am in no hurry to excise, because it does not appear to be malignant now, 
If vitamin A will reverse the process started by arsenic in the palms and soles, 
it may be possible for it to reverse a malignant process. The pigmentary changes 
which were present on the dorsa of the hands and wrists when I first saw the 
patient disappeared within the first two months of treatment. 
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A Case for Diagnosis (Late Syphilis). Presented by Dr. Samuet Ayres Jr. 

E. G., a white man aged 57, was presented before the Los Angeles Dermato- 
logical Society previously, on Oct. 12, 1943 and on Feb. 8, 1944. 

The original ulcer began on the left leg May 17, 1942. The patient was hos- 
pitalized three months later. Two weeks after he entered the hospital numerous 
smaller ulcers began. The first lesion resulted from bumping his shin against 
a desk. Ulcers have been present ever since, always confined to the legs and 
thighs. On two previous occasions the lesions cleared about 95 per cent while 
he was hospitalized. The first improvement came after the use of wet dressings 
ot Alibour water (water containing zinc and copper sulfates) and of solutions of 
gentian violet medicinal and the application of chlorohydroxyquinoline ointment. 
The second improvement came while he was using wet compresses of boric acid 
and receiving injections of penicillin. His eruption relapsed each time after he 
leit the hospital. He has received a great variety of treatment, including oxo- 
phenarsine hydrochloride, a bismuth compound, twenty-five injections of Fuadin, 
autogenous vaccine containing a mixture of staphylococci and streptococci, over 
two million units of penicillin and such local applications as Alibour water, solution 
of gentian violet medicinal, chlorohydroxyquinoline ointment, paste of zinc oxide, 
wet compresses of tyrothricin, wet compresses of acriflavine, solution 1: 1,000 
neutral and sulfadiazine ointment. Sulfadiazine was also given orally in adequate 
dosage for eight days, without benefit. The patient has now been hospitalized for the 
past ten days and has shown considerable improvement following the use of 
nothing but wet compresses of saturated solution of boric acid. 

Seattered over the legs and thighs are a dozen ulcers. Some are dime sized, 
and others are hand sized. Many lesions are kidney shaped, with sloping granulat- 
ing edges and a bright red granulating base. There is an erythematous halo 
around the active margins of the ulcers. Kidney-shaped ulcers usually have an 
elevation of the convex margin. There are numerous soft white pigmented scars 
of previous ulcers now healed. 

The Wassermann, Kahn and Kline reactions of the blood have been negative 
repeatedly. The Eagle reaction was negative once, and the Hinton reaction was 
positive once. The urine has been normal except for an occasional trace of albumin. 
Stained smears contained no Donovan bodies. Various bacteria have been present. 
The most recent culture had Bacillus pyocyaneus, Staphylococcus albus and a 
streptococcus. Tests of the blood bromides one year ago and one month ago gave 
negative results. 

A report on the biopsy described a chronic inflammatory process suggestive 
of an eruption due to an iodide. The patient has repeatedly said that he had 
not used bromides or iodides. His wife states that when he is at home he spends 
two or three hours at a time dressing his lesions. 

DISCUSSION 

Dr. Hat E. FREEMAN: These lesions which have piled-up borders and under- 
mined edges are not typical but are strongly suggestive of the burrowing ulcers 
originally described by Meleney. These respond more or less to zinc peroxide 
medicinal if it is properly activated. I should like to make that therapeutic sug- 
gestion in this case. Such burrowing ulcers are caused by a hemolytic strepto- 
coccus. 

Dr. Paut Foster: I do not remember the discussion which took place when 
this patient was presented at a previous date, but I think that one cannot com- 
pletely eliminate the possibility of a dermatitis factitia in conjunction with some- 
thing else. The fact that the patient spends hours dressing the lesions would seem 
to indicate that possibly he produces some of them himself. 

Dr. SAMUEL Ayres JR.: I doubt that this type of eruption is quite the same 
as Meleney’s type of ulcer. I have seen several ulcers of the latter type, and 
they have been much more undermined than this. One could insert a probe 
underneath the borders. In this case the ulcers are sloping. There is superficial 
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undermining of the upper epithelial layers, with a pink halo. The kidney shape 
and a piling-up of this erythematous portion are on the convex curve, while 
the concave area are flush with the skin. It certainly suggests a bacterial process 
of some sort. As far as dermatitis factitia is concerned, this may be a factor. The 
patient’s wife says that when he is home he spends two or three hours a day 
changing his dressings. This would not account for the lesion on the posterior 
portion of the thigh, which is a place difficult for the patient to manipulate. As 
to the penicillin, he had over 2,000,000 units in the hospital. One large ulcer on 
his ankle healed quickly. Three or four small lesions refused to heal. As soon 
as he got home they all began to retrogress again. I think that the eruption is a 
mixed bacterial infection. I have had him in the hospital now for ten days with 
nothing but wet compresses of boric acid being applied. Some of the lesions have 
shown good progress, but the one on the thigh is perhaps a little larger. I am 
going to give him a full dose of sulfadiazine. I suppose that if this disease were 
seen in North Africa it would be regarded as desert sores. 


Necrobiosis Lipoidica Diabeticorum. Presented by Dr. Hat E. FREEMAN. 


M. D. B., a white woman aged 35, has been a diabetic patient for eight years. 
The treatment for diabetes has included comparatively large doses of insulin. The 
lesions on the right leg and left foot have been present for five years. 

There is an oval yellowish firm lesion on the dorsum of the left foot, about 
2 cm. in its longer diameter. It is on the site of an old scar produced by trauma 
fourteen years ago. On the right leg about half way between the knee and the 
ankle is a similar but larger hard discolored oval area about 4 by 8 cm. Sur- 
mounting this firm lesion is a quarter-sized ulcer having prominent margins. 
Its base is covered by indolent granulations. 

There was much sugar in the urine. Determinations of the blood sugar level 
revealed between 290 to 350 mg. per hundred cubic centimeters. The blood 
cholesterol level was between 334 to 173 mg. per hundred cubic centimeters. The 
biopsy specimen from the edge of the ulcer showed areas of slight necrobiosis 
with a surrounding lymphocytic zone. No foam cells or xanthoma cells were 
present. Treatment has included treatment of the diabetes with insulin and diet, 
injection of insulin into the necrobiotic area, curettage and local application of 
Aloe vera leaf twice daily. 3 

DISCUSSION 

Dr. CLEMENT E. CounTER: These lesions are good examples of necrobiosis 
lipoidica diabeticorum. The patient’s blood sugar level is high, even when she 
has no glycosuria. There is a factitial factor in the production of the ulcer. The 
patient has found hard concretions of cholesterol in the margins of the ulcer. She 
takes delight in picking them out and showing them to Dr. Freeman. 

Dr. Netson Paut ANpeRSoN: I think that one point which should be 
stressed is that one of the lesions of necrobiosis lipoidica diabeticorum has’ occurred 
in an old linear scar on the dorsum of the left foot. This scar resulted from an 
automobile accident in 1929. This is the first time that I have seen necrobiosis 
lipoidica diabeticorum occurring in an old scar. 

Dr. Hat E. FreeEMAN: Dr. Anderson’s point is interesting. I knew about 
the automobile accident and the injury and had not paid any particular attention 
to the connection. I had not thought about the infrequency of necrobiosis occur- 
ring in scar tissue. It seems reasonable that such lesions might occur more easily 
in poorly nourished tissue than in normal tissue. Even though I fully realize that 
one is not expected to cure this disease, I believe that the patient is getting better. 


Monocytic Leukemia Cutis. Presented by Dr. Hat E. FREEMAN. 


M. E. F., a white woman aged 59, was presented before this society five months 
ago. She has had pruritus for three and one-half years. There has been a gen- 
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eralized eruption for seven months. Four months ago there was extensive exfolia- 
tion. There have been various-sized cutaneous tumors, the largest of which were 
about 1 cm. in diameter. 

There is a generalized erythematosquamous eruption. New subcutaneous tumors 
are on the lateral surface of the right hip and in the right axilla. Inguinal lymph 
nodes are larger now than when she was presented before this society four months 
ago. 

The patient believes that she is gradually improving. She is more comfortable 
now than at any time since her eruption began. 

Six determinations of the blood cells and hemoglobin in the past five months 
have shown a gradual decrease of hemoglobin from 12.5 to 9.6 Gm. The erythro- 
cytes have fluctuated from as many as 4,500,000 three months ago to 3,500,000 
five weeks ago. Leukocytes have gradually been reduced from 76,000 to 16,000. 
The differential studies on leukocytes showed about 10 per cent neutrophils and 
between 70 and 80 per cent lymphocytes and monocytes. 

Treatment has included irradiation with low voltage roentgen rays, administra- 
tion of solution of potassium arsenite by mouth and application of precipitated 
sulfur lotion locally. 

DISCUSSION 

Dr. Paut Foster: I saw this patient when she was hospitalized in the White 
Memorial Hospital, seven months ago. The original blood count was high, but 
each day it kept going down. When she left the hospital the eruption had 
cleared entirely. This was over six months ago. This is the first time that I 
have seen her since. The eruption to me does not look anything like the original. 
When I first saw her she had purpuric areas, bullae and hematomas of the mouth. 
Tonight I should be unable to make a diagnosis from the clinical picture presented. 
I do not believe that the diagnosis is monocytic leukemia. I studied the slides, 
and at that time I saw very few monocytes. In my opinion they were lympho- 
cytes, and if this is a leukemia it is a lymphatic leukemia and not a monocytic 
leukemia. 

Dr. W. H. GorcKERMAN: I should think that objectively the only thing one 
could say is that she has an erythroderma. I wondered whether a competent 
hematologist had reviewed the blood picture. 

Dr. FLetcHeR HALL: The last blood count was made on Aug. 25, 1944, at which 
time the hemoglobin content was 9.6 Gm. 

Dr. Mo_teurus Couperus: When the patient was examined tonight, in the 
right axilla there were six or eight superficial nodules which may be local infiltra- 
tions of the skin. That perhaps would be a good site for removal of a biopsy 


specimen. 
Dr. SAMUEL Ayres JR.: What are the gradual improvement of the patient 
and the reduction of the white blood cell count based on? Are they based on 


the administration of solution of potassium arsenite or were other measures 
involved ? 

Dr. Hat E. Freeman: This case is presented with a great deal of humility. 
To begin with, if I am wrong in the diagnosis, I am happy for the sake of the 
patient. believe that the lesions in the axilla are cutaneous and subcutaneous 
nodules and not enlarged lymph nodes. I do not know whether the improvement 
she has shown has been due to the solution or to the roentgen rays. If I had not 
felt satisfied with the diagnosis last spring, I would not have presented it so 
unequivocally. Arbitrarily, the peroxidase stains ruled out the diagnosis of 
lymphatic leukemia. She had no splenomegaly and no lymphadenopathy. To me, 
the cells were monocytes. The histologic section showed a cellular infiltrate 
which seemed to fit in with that diagnosis. A competent histopathologist in 
Rochester, Minn., has reviewed the histologic and the hematologic sections and 
can see no evidence in those sections of lymphoblastoma. He believes that 
the disease might be lichen planus. Of course, we know that it is not lichen 
planus clinically. Another competent pathologist in Philadelphia studied the same 
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sections, and a hematologist in the same institution studied them. They felt that 
these cells were lymphocytes and not monocytes. I do not know how they can 
be called lymphocytes though, in the presence of the positive peroxidase stain. 
The pathologist in Philadelphia believes that it might be a case of mycosis 
iungoides. 


Lupus Erythematosus. Presented by Major I. M. Hinnant, M. C. (A. U. S.) 
(by invitation). 

E. H. F., a young man, about 25, has had patches of alopecia for two years. 
There was some tenderness and sensitivity of the bald patches when they began. 
The last area began about five weeks ago. For a period of about two years he 
has had pain inside his mouth whenever he opened it widely. He was hospitalized 
at Mather Field for this complaint eleven months ago. Six months later there 
was a red scaly patch on the right cheek, just below the eye. This has gradually 
spread, and it has some sensation of itching and burning. His general health has 
been excellent. 

There is a large atrophic scaly erythematous area of dermatitis on the right 
cheek which has dilated follicular orifices. On the scalp there are three plaques 
of alopecia characterized by mild erythema and considerable atrophy. Several 
areas of leukoplakia with erythema at the borders and some areas of atrophy are 
on the buccal surfaces of the cheeks. 

General physical examination revealed no abnormalities. On roentgenologic 
examination the chest and the nasal sinuses were normal. Blood counts, results 
of urinalysis and sedimentation rate were normal. There were no dental foci 
of infection and no foci of infection in the nose or the throat. There was a 
normal temperature during the period of observation in the hospital. The prostate 
gland was normal. The serologic reaction for syphilis was negative. 

Biopsy of the scalp revealed some thinning and atrophy of the epidermis. 
There was dilatation of the follicular orifices, with keratinous plugs. Infiltration 
with lymphocytes was present immediately around the appendages of the skin. 
The section from the mucous membrane showed acanthosis and dyskeratosis, with 
squamous cells remaining polygonal and vacuolated almost to the surface of the 
epidermis. Just beneath the epidermis was a dense infiltration of small round cells 
intermingled with large mononuclear cells. 


DISCUSSION 

Dr. ANKER JENSEN: This patient shows typical lesions of lupus erythematosus 

in three different kinds of skin all in the same person. Trying to make a diag- 

nosis of the oral lesion without biopsy and the other lesions would have been 
difficult. I should have diagnosed lichen planus. 


Dr. J. W. Witson (by invitation): There must be some aspects of dissemina- 
tion in order for the eruption to get to the mouth. I recall a patient with a 
lesion of the palate much like this man’s mucous membrane lesions. My patient 
also had lesions on the palms and soles, none of which were exposed to the sun. 


Dr. Netson Paut ANpersoN: I think that it is unusual to see a patient 
with lesions of lupus erythematosus on the scalp and face and in the mouth. There 
must be some systemic cause that produces lesions of this type. In the sections 
of the lesion on the scalp the histopathologic changes fit in with the deep infiltrated 
type of lupus erythematosus as described by Bechet. I agree with Dr. Jensen 
that the lesions in the mouth simulate lichen planus. 


Dr. Hat E. Freeman: Is it not true that this man is entitled to and should 
be offered a certificate of disability for discharge from the army? 


Dr. SamuEL Ayres: The oral lesions are most interesting. While not at 
all common in lupus erythematosus, one does see them occasionally. It is a 
good thing to learn to differentiate the oral lesions of lupus erythematosus from 
those of lichen planus. In all the cases which I have seen, the oral lesions are 
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a beefy red with a whitish border, while in lichen planus there is more a reticu- 
lated whitish appearance throughout. I think that there is a distinct difference. 
Feeling that these eruptions are usually associated with foci of infection, I believe 
that this patient’s sinuses bear investigation. He is said to have had chronic 
sinus infection. 

Dr. W. H. GoecKERMAN: Is it the general impression that the sun produces 
lupus erythematosus? There is no doubt that many patients with lupus erythem- 
atosus are photosensitive. Some of these patients when exposed accidentally to 
sunlight have a decided exacerbation. Sunlight is not the cause; they are simply 
photosensitive. To me, one of the interesting things is that penicillin does not do 
a bit of good in these cases. Most physicians who have had experience with it 
say that it is contraindicated. I now have a patient with the acute disseminated 
type. She has had 3,000,000 units without the slightest benefit. 

Dr. H. C. L. Linpsay: In reviewing the literature on the causes of lupus 
erythematosus, two outstanding experts furnish evidence that a streptococcus is 
a causative agent of lupus erythematosus. These references are: Forman, L. 
Disease of Skin Due to Streptococcal Infection; Some Observations on Intradermal 
Tests in Erythema Multiforme and Lupus Erythematosus, Guy's Hosp. Rep. 81:110 
(Jan.) 1931, and Shaffer, L. W., Role of Streptococcus in Etiology of Pemphigus, 
Lupus’ Erythematosus, and Erythema Group of Hematogenous Dermatoses, J. 
Michigan M. Soc. 36:292 (May) 1937. 

. Major I. M. Hinnant, M. C., A. U.S. (by invitation): I do not know whether 
or not the patient Dr. Goeckerman was referring to was one seen at the Ai 
Base. No one thought that penicillin would cure her. I saw this patient before 
she had penicillin. The only change that could be noted in her course was that the 
erythema was greatly reduced after the first day or two of the administration of 
penicillin. This was thought to be due to a decrease of toxin. It did not affect 
her prostration, malaise and anemia. She received large doses, and, as Dr. Goecker- 
man stated, she was unimproved. All patients of this type are discharged from the 
army as soon as it is considered that they have received maximum medical care. 
There is no hesitancy in removing them from the service. The present patient is 
from Chicago. He wants to be a farmer. He will be separated from the service 
as soon as he has received adequate medical care. He has had no treatment 
directed toward lupus erythematosus. Unfortunately, he has had much treatment 
directed topically for diseases which he does not have. 


Chronic Allergic Dermatitis. Presented by Dr. H. C. L. Lrnnsay. 


C. G., a young man aged 21, has had eczematous patches on the flexor surfaces 
of the elbows almost continuously since infancy. He was free from this eruption 
for one year just after coming to California from a state having colder winter 
weather. The eating of bread makes him worse. Contact with bakelite and wool 
irritates his skin. His skin is always worse during the winter. He had rickets 
when a child. One sister had eczema on her arms and attacks of severe asthma 
when she was a child. His mother had eczema in the axillary regions. 

There is a dry scaling eruption distributed back of the ears and on the neck 
and the upper part of the chest. The scalp is free of scaling and redness. The 
eyelids are red and swollen as from chronic chafing. All areas involved are ill 
defined. 

Previous therapy has included roentgen rays, autohemotherapy and _intra- 
muscular injections of an extract of spleen, all of which have given some benefit. 
Special eliminative diets have been of no benefit. 


DISCUSSION 


Dr. JoHN Rocers: The eruption could very easily be an atopic eczema. I 
believe also that there must be a seborrheic dermatitis connected with it. I think 
that combination is rather frequent, and sometimes it is difficult to be sure which 
is uppermost in the causation of the symptoms. 
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Dr. W. H. GoreCKERMAN: Has anybody ever seen a case of genuine atopic 
eczma cleared up through studies in allergy? I am frank to admit that I have 
not. I still doubt that reported cures have been effected in cases of the true atopic 
type. 

Mayor I. M. Hinnant, M. C., A. U. S. (by invitation): Dr. Karl Figley, of 
Toledo, Ohio, did considerable work on sensitization to silk about fifteen years ago. 
In his office, I have seen cases in which the patients had this type of eczema due 
to sensitivity to silk. Unfortunately, there are not many cases of sensitivity to silk. 
I have had the opportunity of finding 10 or 12 cases of sensitization to silk. No other 
treatment, except that with soothing ointments, was able to bring about complete 
lasting cures when silk was eliminated. I suggest that there is a large neurogenic 
factor in this person and that he would get more help from a psychiatrist than from 
an allergist. Dr. Figley proved that sensitivity to silk was a problem of sensitivity 
due to inhalation as well as to contact. These patients have aggravation when 
in contact with silk, and Dr. Figley proved that by inhalation of silk particles 
exacerbations would occur. His work was carefully controlled, and his con- 
clusions are reliable. 

Dr. Paut Foster: I think that sensitivity to silk lasts longer than any other. 
When I was taking my postgraduate course in New York city, I allowed Dr. 
Sulzberger to put a passive transfer test on my arm, and even to this date, over 
ten years later, on coming in contact with silk the two areas on my arm become 
swollen. 

Dr. Samuet Ayres: I think it advisable to try the use of hapamine. The 
manufacturers claim that sometimes in cases of life-long duration, three or four 
months may be required before one gets any results. I have about 50 patients 
under treatment with hapamine, but I am not in a position to give any final opinion. 
I have seen some interesting results, particularly in urticaria. An extreme reaction 
to flea bites was stopped by its use. 

Dr. M. E. OBERMAYER: Dr. Ayres, do vou give hapamine intracutaneously, and, 
if so, have you seen any reactions ? 

Dr. SAMUEL AyrES: The recommendations are 0.01 cc. intradermally and 
increase of the dose slowly by 0.01 to 0.05 cc. up to 0.1 cc. and then by 0.05 to 0.1 ce. 
up to a maximum of 1.5 cc., these subsequent doses being given subcutaneously at 
intervals of four or five days. I had a severe reaction in a patient in whom a 
reaction was least expected; that patient had pityriasis lichenoides chronica. If 
the first intradermal injection causes much local reaction, it is an indication to 
increase the dose slowly or to start with a 1 to 10 dilution of the original 
concentration. 

Dr. Paut Foster: In regard to antigen H, or hapamine, I think that it is 
of definite value for atopic dermatitis, along with other measures. I had one man 
in the hospital whom I started to treat with 0.1 cc. doubling it until he was being 
given 10 cc. at a dose. Then I gave him 10 cc. every four hours for about a week. 
His skin cleared almost entirely, but on his leaving the hospital it flared up again. 
It seems to me that if it is possible to give this substance in doses as large as 
this it cannot be very toxic. 

Dr. SAMUEL AyrES: The recommended maximum dose is 1.5 cc. 

Dr. Paut Foster: This case of atopic dermatitis appears to me rather typical 
of the disease. In the past two years I have had extremely good results in clearing 
the skin of this type of patient. I found several years ago, by the use of the pu 
meter, that all patients with atopic dermatitis were on the alkaline side. I first 
started giving them an acid ash diet, and later from 20 to 50 drops of diluted 
hydrochloric acid with each meal was added to therapy. Finally their intake of 
beverage was restricted to distilled water, not only as a beverage but in the prep- 
aration of their food as well. It was not until the latter portion of the treatment 
that I began to get the results desired. One man who had been treated for ten 
or twelve years and who came to me from Dr. Ayres is completely well and back 
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at work. I feel that this method of therapy offers a good addition to the armamen- 
tarium for a disease which heretofore has responded to nothing. 

Dr. H. C. L. Linpsay: These patients are all problem children. Most of 
them are introspective. Skin which sheds rapidly loses salt, and most such 
patients have salt imbalance. Not infrequently they are benefited by the addition 
t salt to their diets. One patient who was seen here seemed to get well by 
taking 1 teaspoon of table salt three times a day two hours after meals. The 
patient presented today has been slightly benefited by injections of an extract of 
spleen. Paul stated in the Urologic and Cutaneous Review for November 1921: 
“It (spleen extract) changes protrypsin from the pancreas to trypsin in the portal 
vein which is reached through the splenic vein, by the internal secretion of the 
pancreas. Trypsin digests toxalbumins which have been absorbed from the 
intestines.” I have tried injections of an extract of spleen on several patients 
both in the treatment of eczema and in the treatment of urticaria, and I have 
been agreeably surprised. One patient with severe chronic allergic dermatitis 
recovered with intense doses of Panteric tablets and dilute hydrochloric acid in 
moderate doses, taken At meal time. 


Bird Scabies. Presented by Dr. Netson PAut ANDERSON. 

L. O., a white woman aged 42, has complained for the past two weeks 
of “hivelike” welts over most of her body. Many of these resembled water 
blisters which had dried, leaving a hard center. 

The patient presents a generalized discrete erythematopapular eruption. 
is particularly evident on the trunk, arms, forearms and thighs. There is 
involvement of the hands, the fingers and the insteps. In occasional areas there 
are groups of erythematous wheal-like lesions with central puncta. A super- 


This 


ficial biopsy preparation was made from several of the papular lesions on the 
hands. No Sarcoptes scabiei were found. The patient was instructed to search 
her bedroom for minute living objects when it was learned that sparrows and 
pigeons nested in the gutters of her house. Two permanent microscopic mounts 
of several organisms brought in by the patient are presented. They are typical of 
so-called avian itch mite, Dermanyssus avium et gallinae, as illustrated in the 
article by Sulzberger several years ago (Sulzberger, M. B.,. and Kaminstein, 
I.: Avian Itch Mites as Cause of Human Dermatoses, Arcu. DERMAT. & SYPH. 
33:60 [Jan.] 1936). 

According to a statement from her family (the patient was not informed), 
the patient has carcinoma of the cervix uteri. In May 1944 she had a cesarean 
section followed by a hysterectomy. 

The patient has improved with starch baths and the local use of 2 per cent 
rotenone. She was advised to get rid of the birds. 
DISCUSSION 
Dr. Paut Foster: Avian scabies is probably more common than is generally 
supposed and probably the diagnosis is missed in many instances. In the cases 
that I have seen the eruption has involved the upper portion of the back and 
shoulders and the back of the neck. It has been a rather ill defined eruption 
with excoriations, and in none of the instances would it suggest scabies. 

Dr. M. E. OperMAyer: I feel fairly certain that the* diagnosis is correct. 
However, even some of us who have been especially interested in this field 
lack the entomologic knowledge which is required for the exact identification of 
such animal organisms. The best procedure is to send such slides to an entomol- 
ogist at the nearest university for verification. 

Dr. NELSON PAuL ANpDERSON: I thought that it was worth while to call 
attention to the fact that so-called bird scabies does occur. Occasionally all 
dermatologists see patients with lesions resembling insect bites or suggestive 
of scabies and yet presenting no burrows and revealing no acari in epidermal 
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shavings examined under the microscope. I am of the opinion that fleabites occur 
more frequently in September and October. Possibly there is a great increase 
in certain other types of insects at certain times of the year. 


Keratosis Follicularis in Mother and Daughter. Presented by Dr. NELSON 
PAUL ANDERSON. 

C. S., a 36 year old housewife, is the mother of R. S., a 14 year old school 
girl. The mother’s father, who was one of eleven children, is said to have had 
the same disease as his daughter and granddaughter. The present eruption 
has existed in the daughter since shortly after birth and in the mother as long 
as she can remember. 

Both patients present an almost generalized follicular papular keratotic 
eruption. Only the palms and soles are not involved. The papules are acuminate 
and give the skin a coarse, nutmeg-grater-like appearance and feeling. In some 
places an erythematous element is present. On other areas, such as on the 
sides of the neck, there is a dirty gray appearance. There is considerable 
scaling on the scalp of both patients. | 

Biopsy reveals pronounced follicular plugging, with hyperkeratotic masses 
filling the follicular orifices. 


Treatment has included the use of 100,000 U. S. P. units of vitamin A daily. 


DISCUSSION 
Dr. M. E. OpermMaAyer: One of the unusual features was the presence of 
follicular spines in some areas; thus the eruption is really a lichen spinulosus 
type of follicular ichthyosis. I am surprised at the response of the disease to the 
relatively low dose of 100,000 U. S. P. units of vitamin A, for it has been my 
understanding that much higher doses are required. 


Periadenitis Mucosa Necrotica Recurrens. Presented by Dr. Pact D. 

FOSTER. 

k. S., a white woman aged 29, was born in North Carolina. She has six 
brothers and sisters, a husband and two children, none of whom have a similar 
trouble. About twelve years ago the patient noted that the mucosa of her nose 
was swollen and that it was interfering with her breathing. About the same 
time her gums and eyes became swollen and red. Two years later white spots 
developed on her mouth, accompanied by swelling of her mouth and lips. The 
lesions got worse at her menstrual periods and practically disappeared during 
pregnancy. Eating nuts makes the disease worse. It is worse also in the sum- 
mer. She has had excessive mucinous content of her saliva, and her teeth are 
always heavily coated. In the last few months there has been an increase of 
swelling and ulceration of the mouth and lips. 

There are several sharply marginated ulcerations with grayish white bases 
which are surrounded by narrow zones of inflammation. The grayish exudate 
cannot be wiped off. Lesions are on the mucosa of the lower lip, buccal mucosa 
and right pharyngeal tonsillar fossae. Small vitiliginous spots are present 
beneath her chin. 

The tuberculin test elicited a normal reaction. The area of erythema resulting 
from an intradermal injection of smallpox vaccine was 10 cm. in diameter. 
Results of various other tests, including cytologic studies of the blood, determina- 
tion of blood sugar and urinalysis were all normal. The Wassermann reaction 
of the blood was negative. 

DISCUSSION 

Dr. H. C. L. Linpsay: Lesions of periadenitis mucosa necrotica recurrens 
usually leave scars, especially when they involve the lips or genitalia. The 
center of an individual lesion turns necrotic and drops out, leaving a pit. It was 
thought at one time that the disease was due to tuberculosis. It may involve 
other members in a family. A child whom I presented some time ago had 
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lesions on the lip which were intensely painful. Scars trom tormer lesions caused 
distortion of the lip. The grandfather of the child had had the same disease, 
and the mother had the malady at the same time of life that the child had it 
Her lesions were also on the lips and the vulva. The disease tends to recur again 


and again. 
Dr. SAMUEL Ayres: I did not see why that is not a case of ordinary herpes 
buccalis. The patient stated that the lesions were superficial and lasted only a 


few days. In periadenitis, in my opinion, the lesion is deeper, persistent and more 


painful. 

Dr. M. E. OpermMayer: I cannot agree with the diagnosis. This is a case 
not of periadenitis mucosa necrotica recurrens but of stomatitis aphthosa, the 
commonly encountered superficial type and not the comparatively uncommon 
deep form of the disease. 

Dr. Paut Foster: The lesions in this particular instance were not as 
indurated and fulminating as were originally described by Sutton and Loblowitz 
for periadenitis mucosa necrotica recurrens. But the history and course of the 
disease have been typical. There have been much severer occurrences in the 
past than at the present. As a matter of fact, since she has been given smallpox 
vaccine subcutaneously in doses up to 0.5 cc., the lesions are greatly improved, 
and if I had not seen the eruption until tonight, I would not think that it was 
periadenitis mucosa necrotica recurrens. Since the injections of smallpox vac- 
cine, for several weeks she has had no lesions at all—the first time in many 
years. She is an extremely neurotic person. She is never happy, and nothing 
done for her is just right. She has never admitted that she is any better, but 
Dr. Eskelson and I noted an improvement after about the fifth injection sof 
smallpox vaccine. 


MANHATTAN DERMATOLOGIC SOCIETY 
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Oct. 10, 1944 


Perivasculitis. Presented by Dr. E. Asramowitz 

Mrs. F. C., 32 years old and born in this country, complains of an eruption on 
the shins and ankles that has appeared during the summer and improved during 
the winter for the past twelve years. She came to my office on May 17, 1944, 
saying that the eruption had become more pronounced during the previous two 
weeks. She presented crusted and purpuric patches, from the size of a pea to 
that of a bean, around the ankles and extending up the shins. 

She was seen at the New York Skin and Cancer Hospital in 1932 because of 
similar lesions. A biopsy was reported as indicating the presence of perivasculitis. 
The hemogram and the bleeding and coagulation times, determined on July 12, 
1944, were normal. The vitamin C content was reported as slightly low at that 
time. The urine showed a faint trace of albumin. 

The patient was given two injections of hapamine, an azohistamine preparation, 
for the purpose of desensitization, without effect. She was then given daily doses 
of 250 mg. of ascorbic acid. New lesions have continued to appear, but they are 
not as painful as formerly. 

She is presented for suggestions as to therapy. 


DISCUSSION 


Dr. ANTHONY C. CrpoLLtaro: I agree with the diagnosis as presented, chiefly 
because I do not know into what other category to put the disease. 
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Dr. Frep WIsE: I agree with Dr. Cipollaro, and I believe that the patient 
would derive great benefit from the application of a gelatin-zinc oxide bandage. 
Dr. Maurice J. Coste.to: I agree with Drs. Cipollaro and Wise, but I believe 
that the patient should receive gold sodium thiosulfate intravenously. In the case 


of a patient presenting a similar condition, who was shown before this society, 


the eruption cleared completely with this form of therapy. 


Dr. HERMAN SHARLIT: I am interested in the therapy suggested by Dr. 
Costello. Will he tell us more about it? 

Dr. E. Witt1am Apramowi11z: I am thankful for the therapeutic suggestions. 
I looked at the slide of the biopsy specimen taken at the New York Skin and 
Cancer Hospital in 1932, and there was pronounced destruction of the vessels 
in the cutis, with no sign of tuberculosis or tuberculid. I thought that the patient 
had some cryptic infection and that the eruption on her legs was an allergic mani- 
festation. She had a rather low vitamin C level, and I therefore gave her large 
doses of ascorbic acid by mouth. There was a slight effect but not enough to 
justify continuation of the treatment. I should like to hear from Dr. Costello on 
what basis gold would be indicated for a purely destructive vascular lesion, as 
gold has an unfavorable effect on the vascular system. 

Dr. Mavrice J. Costerto: In answer to Dr. Sharlit’s question, the patient of 
vhom I spoke was presented before this society on several occasions. She gave 
a family history of tuberculosis. I thought that the eruption was of tuberculous 
ausation; hence I treated her with gold sodium thiosulfate, a drug which has at 
times been successful in the treatment of dermatoses of tuberculous origin. 


A Case for Diagnosis (Bazin’s Disease; Multiple Thromboses?). Presented 
by Dr. ANTHONY C. CIPOLLARO. 

D. C., a woman aged 50, consulted me on May 26, 1944, stating that she had 
had trouble with her legs for about twenty-five vears. She complained that 
varicose veins and lumps would appear and disappear on various portions of her 
legs for all these years. Last year she had phlebitis, and a few months later she 
underwent an operation for varicose veins, which consisted of ligation of the 
internal saphenous vein bilaterally. After the ligation she had about fifteen injec- 
tions into different varicosities. Recently she had been complaining of burning 
pain in both legs and the development of hard nodular lesions which do not ulcerate. 
A biopsy of one of the hard nodular lesions was reported as showing that it was 
“lipofibroneuroma.” 

An internist made a complete physical examination including serologic tests of 
the blood and determinations of basal metabolic rate, with negative results. 
The only significant abnormalities were those referable to the legs, including 
“moderate arterial insufficiency in the left leg and a few residual varicose veins 
which I do not think have any connection with the nodules.” 

The patient now presents several hard nodular subcutaneous lesions varying in 
size from that of a pea to that of a peach, scattered over both legs, being most 
prominent on the dorsal surfaces. The overlying skin is red, and the lesions are 
firm. There are no ulcerations and no scars from previous ulcerated lesions. 

The patient has been treated with intravenous injections of gold sodium 
thiosulfate, with some improvement. 

DISCUSSION 

Dr. Frep Wise: The clinical picture is that of Bazin’s disease. The only 
‘bjection to that diagnosis clinically is the fact that lesions are present on the 
arm, but in an exceptional instance the same pathologic ckznges might occur on 
the upper extremities to a less advanced degree than on the lower, and the fact 
that there are lesions on the arm would not deter me from making a diagnosis of 
Bazin’s disease. 
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I have seen patients with 


Dr. Maurice J. I agree with Dr. Wise. 
Bazin’s disease on the upper extremities. 

Dr. Max ScHEER: I thought that some of the lesions which this patient 
presents were venous thromboses. 

Dr. HERMAN SHARLIT: I agree. 

Dr. Paut E. Becuet: I should agree with a diagnosis of erythema induratum. 

Dr. MiHRAN B. PArouNAGIAN: I also agree with Dr. Wise’s remarks. 

Dr. GrrscH D. AstrRAcHAN: The fact that the patient presents lesions on 

ther parts of the body besides the legs does not rule out Bazin’s disease. A tew 
years ago at the New York Academy of Medicine I presented a patient with 
Bazin’s disease who had lesions on the upper and lower extremities (ARCH. 
DeRMAT. & SypuH. 34:316 [Aug.] 1936). Because of the extreme tenderness of 
this patient’s lesions, however, one may have to consider the possibility of a 
persistent erythema nodosum of some toxic origin combined with Bazin’s disease. 

Dr. E. Witttam ABRAMOWITZ: Certainly the lesion on the calf is typical of 
Bazin's disease, although the patient's age, the lesions on the rest of the body 
and the duration are not in favor of that diagnosis. The biopsy does not show it. 
I think that several other possibilities must be taken into consideration here, one 
it which is the ingestion of iodides or bromides. Another is nodular nonsuppurative 
panniculitis. If these can be excluded, I shall be willing to accept a diagnosis of 
Bazin’s disease. 

Dr. Frep Wise: If a lesion shows a distinct depression, as in this case, 1s 
that not an indication of a previous breaking down of tissue? 

Dr. IsApoRE Rosen: The clinical manifestations did not give me the impression 
that they were related to Bazin’s disease. The lesions are raised and inflammatory 
and show no evidence of ulceration. I suggest studies of the lipids in the blood 
in this case to rule out some allied process. 

Dr. ANTHONY C. CrpoLtLtaro: I considered this to be a case of Bazin’s disease, 
but because of the lack of ulceration I tended more toward a diagnosis of damage 
to the vascular system. I am glad that Dr. Abramowitz and Dr. Rosen brought 
out the possibility of some lipid dystrophy, and I am going to study the patient 
irom that standpoint. I treated her with injections of gold sodium thiosulfate. 
\iter four injections the lesions had practically disappeared, and she then went 
away for a vacation. When she returned, the nodules were much larger than they 
were before treatment; that made me think that it was a breakdown of tissue 
around the vessels, and I then considered the lesions to be thromboses rather than 
a tuberculous process. 


Ocular and Oral Pemphigus. Presented by Dr. Maurice J. Coste.to. 


M. B., a German-American married woman aged 56, was first seen about six 
months ago in the ophthalmologic service at Lenox Hill Hospital. At that time 
she was admitted for canthotomy because of symblepharon of the right eye follow- 
ing pemphigus, which had been confined to this organ for several months. Later 
bullous lesions developed on the palate and mucous membranes, and they are 
present this evening. 

Treatment has consisted of twenty injections of phenarsone sulfoxylate, 1 Gm. 
intravenously at weekly intervals. 

When the patient was first observed, she had no constitutional symptoms, but 
she has lost weight and strength during the past six weeks and has had frequent 
gastrointestinal disturbances accompanied with severe pain in the abdomen and 
chest. 

In spite of the fact that she appears to be anemic, the hemoglobin content is 
105 per cent. The blood count showed: erythrocytes, 5,000,000, and leukocytes, 
7.100, with 56 per cent -palymorphonuclear leukocytes (12 per cent immature), 
36 per cent large lymphocytes and & per cent eosinophils. 
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DISCUSSION 

Dr. Max ScuHeer: I agree with the diagnosis. 

Dr. HERMAN SHARLIT: I am curious to know why the adhesion of the lids 
to the eyeball was not prevented. If some material were interposed between the 
lids and the eyeball, the adhesions could not form. 

Dr. ANTHONY C. CrpotLaro: I should like to hear a discussion on the manage 
ment of such cases. 

Dr. Maurice J. Costetto: This patient when first seen had bullous lesions ot 
the uvula and the palpebral conjunctivas. She was treated with phenarsone sulf- 
oxylate because of the good results which have been obtained with acetarsone at 
Bellevue Hospital in patients with pemphigus vulgaris. The ophthalmologists 
have performed canthotomies on several occasions. 


Spiegler—Fendt Sarcoid. Presented by Dr. ANTHONY C. CIPOLLARO. 

H. M., a woman aged 42, was previously presented at the New York Academy 
ot Medicine, on April 7, 1936. She first attended the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital in May 1935, at which 
time she had several brownish elevated lesions, varying from the size of a pinhead 
to that of a small pea, scattered over various portions of the face. There was a 
scar on the left cheek, resulting from surgical removal of one of these large 
lesions. Repeated biopsies have been performed, and all confirm the diagnosis of 
Spiegler-Fendt sarcoid. The lesions were treated with roentgen rays. To each 
lesion, closely shielded, was administered a dose of ¥%2 erythema dose (275 r) oi 
medium voltage (135 kilovolts) filtered (3 mm. of aluminum) rays. Some lesions 
cleared as the result of a single treatment. Others required a repetition of this 
treatment after an interval of three weeks. The patient returned to the clinic 
once or twice each year since 1935 because lesions developed, and these responded 
promptly to irradiation in the aforementioned doses. Lately the lesions have been 
treated with low voltage (100 kilovolts) unfiltered roentgen rays in doses of 225 r. 
The latest lesion which has developed appeared about two months ago on the 
right side of the nose. This is one of the largest lesions that the patient has ever 
presented. It is the size of a large pea and of a brownish red color. The con- 
sistency is firm but not hard. 

The patient has had repeated examinations. The Wassermann reaction of the 
blood was negative, and the results of urinalysis and blood counts have been 
repeatedly normal. The basal metabolic rate was +12 per cent. Roentgen ray 
examination of the long bones revealed no abnormalities. A roentgenogram of the 
lungs showed moderate hilus and root branch thickening—old Ghon nodes. Roent- 
genologic examination of the gallbladder showed a functionally competent organ. 
Ophthalmologic examination revealed normal conditions. The general physica! 
examination, including a pulmonary examination, revealed no abnormalities. 
Gynecologic examination showed pronounced cervical erosion, endocervicitis, 
nabothian folliculitis and vaginitis due to Trichomonas vaginalis. She had a 
cauterization of the cervical canal and was treated for the vaginitis. 

DISCUSSION 

Dr. Wicpert Sacus: It is difficult on hasty examination of the lesions to say 
that this is a case of Spiegler-Fendt sarcoid. One would have to know the history 
and the type of lesion that was present before. In view of the fact that biopsy 
was performed on previous lesions and the same diagnoses made several times, 
there is a strong presumption that this is the same type of lesion. There is no 
clinical way of making an absolute diagnosis of Spiegler-Fendt sarcoid for a single 
lesion, but I should of course agree with that diagnosis in view of the history. 

Dr. Georce M. Lewis: I wonder whether epitheligma was considered as a 


possibility. On clinical grounds alone, the pale color and the telangiectasia over 
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, irrespective of the past history. The lesions 


he surtace would make me suspect 


it 
Spiegler-Fendt sarcoid are usual] 


y reddened papules or nodules. 

Dr. Frep Wise: All dermatologists know that Spiegler-Fendt sarcoid is on 
t the rarest of cutaneous diseases, and I should be unable to venture a diagnosis 
tor the lesion of the nose. In fact, I should hesitate to make a diagnosis of 
Spiegler-Fendt sarcoid for any part of the body without histologic investigation. 
In view of the lesions on other parts of the body, I should say that this is 
probably another lesion of the same disease, but histologic confirmation is necessary. 

Dr. Maurice J. Costetto: When I was associated with Dr. Howard Fox, 

saw a patient with lesions on the lower part of the back, which he stated had 
been present for thirteen years and had not increased in size during that period. 
Biopsy revealed Spiegler-Fendt sarcoid. The lesions were treated with roentgen 
rays and disappeared after two or three treatments. Satellite lesions then developed 
vhich were even more sensitive to roentgen rays than the original lesions were 
I believe that Spiegler-Fendt sarcoid is more sensitive to roentgen therapy than 
rdinary sarcoid 1s. 

Dr. ANTHONY C. CrpoLt_aAro: It is difficult to make a diagnosis of Spiegler 
Fendt sarcoid without biopsy, but I have been watching this patient since 1935, 
and she has repeatedly shown lesions similar to the one she presents tonight, 
though most have been smalle: The lesions are firm but not hard, have a 
brownish red color, have no infiltrative border and do not ulcerate. All the 
esions treated have responded to either one or two exposures to filtered or 
infiltered roentgen rays, showing that these lesions are radiosensitive to either 
iorm. The lesion now present so closely resembles all other lesions that I did 


not feel justified in performing a biopsy. 


A Case for Diagnosis (Streptotrichosis; Dermatitis Factitia?). Presented 
by Dr. THomas N. GRAHAM. 

R. B.. a white woman aged 35, was first seen by me on Aug. 15, 1944. She 
complained of an eruption of five years’ duration involving the face and stated 
that she had had a series of “abscesses and boils” which began after the removal 
f infected tonsils. According to the history given by the patient, the lesions first 
appeared as painful lumps under the skin which subsequently broke through, 
producing a purulent exudate. The patient stated that the lesions were so painful 
that at times she had expressed their contents by inserting a sterilized needle or 
by using tweezers, after which they healed spontaneously. An exuding lesion on 
the right cheek has been present for one year. The patient has lost 30 pounds 
13.6 Kg.) in weight since the onset of the disease. 

The patient has been treated previously at the Hospital for the Ruptured and 
Crippled, the New York Skin and Cancer Hospital, Memorial Hospital and 
Vanderbilt Clinic. She was given general physical examinations, including exam- 
ination of her sinuses, all of which revealed no pathologic changes. At two of 
these institutions she was apparently considered to have a dermatitis factitia. 
Serologic tests of the blood, cultures of blood, studies of blood chemistry, cultures 
of the lesions, studies of basal metabolism and a biopsy were performed, and 
roentgenograms were made. The patient was told that none of these tests revealed 
any pathologic changes. She was treated with numerous lotions and ointments, 
including sulfonamide ointments, and with roentgen ray therapy. 

There are a number of scars on the forehead, cheeks and chin, the sites of 
previous lesions. On the right cheek, 3 cm. from the ear, there is a discharging 
sinus from which exudes a seropurulent exudate. There is retraction of the skin 
and underlying tissue around the sinus, which produces a depression in the right 
cheek. On the left cheek is a similar but smaller sinus. A number of subcu- 
taneous nodules can be palpated in the areas around these sinuses. 

A mycologic report, from the New York Hospital, by Miss Mary Hooper states: 
“Microscopic examination showed dense masses with much fibrous material (no 
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granules with ray cells). Culture showed: blood agar—Staphylococcus aureus; 
sodium thioglycollate—anaerobic granular colony—short rods, gram positive + — 
nonmotile, non-acid-fast. Colony masses in lactophenol pseudobranching. Anaerobic 
Actinomyces bovis.” 

DISCUSSION 

Dr. IsaporE RoseN: I am more inclined to the diagnosis of dermatitis factitia. 
The irregularity of the lesions and their excavated character impress one that 
they are of artificial origin. Lesions of streptotrichosis are smaller and of more 
uniform character. 

Dr. ANTHONY C. CrpoLtLarc: I saw this patient on several occasions, and my 
impression was that she had a factitial dermatitis, and this is still my impression 
I am not disregarding the laboratory data. If repeated studies show streptotrichosis 
that diagnosis will have to be accepted. 

Dr. Frep Wise: Both diagnoses should receive consideration before one arrives 
at a final decision. The patient said that there were nodules under the unbroken 
skin, and if this is so dermatitis factitia can be eliminated. Nodules with an 
unbroken epidermis point to a lesion which is not self inflicted. 

Dr. Maurice J. Costetto: For the reasons given I think that the patient has 
dermatitis factitia. 

Dr. MIHRAN B. PAROUNAGIAN: That is my impression also. 

Dr.. HERMAN SHARLIT: It is difficult to determine such a diagnosis for a 
person who is hysterical. She may induce some changes herself, or the reaction 
may be secondary to some other disturbance. The only way to decide is to make 
further studies. The patient may be falsely accused of initiating a process which 
she merely aggravates. 

Dr. Jack Wor: I agree with the diagnosis of dermatitis factitia. I cannot 
recall a single patient who attacked a dermatosis with instruments—usually forceps 
—who had anything but dermatitis factitia. I do not refer of course to the 
common acne “picker.” 

Dr. Davin Broom: Because of the bacteriologic report, further study is 
necessary in order to confirm or definitely to refute the diagnosis of streptotrichosis. 

Dr. Paut E. Becuet: In my opinion, both of these diagnoses are correct. 
Because the diagnosis of this rare disease depends entirely on laboratory identifi- 
cation of the fungus, the statement of Dr. Graham that it was found in this case 
is conclusive proof of the diagnosis. One knows that the disease presents gum- 
matous or furunculoid infiltrations, and their appearance in a neurotic person 
might well induce the self mutilations observed in Dr. Graham’s patient. Th 
clinical picture is definitely that of an artefact. 

Dr. Witpert Sacus: When tissue is taken from a lesion which has been 
present for a long time, the histologic examination is naturally inconclusive. The 
patient is supposed to have deep nodules, and I suggest that one be removed. It 
would not add greatly to the scars already present. Something may then be 
found pathologically. 

Dr. E. Wrr1AmM AsBRAMowITz: I am surprised that in all these years some 
attempt has not been made to rule out an artificial eruption. The chances are 
that it is factitious more than anything else. I do not see why the face cannot be 
covered by an occlusive dressing and kept so for a few weeks. In case that there 
is no change, the patient might be given potassium iodide and the results observed. 

Dr. GeorceE M. Lewis: We all seem agreed that there is a factitious element: 
hence the question is whether the finding of Actinomyces and the presence of deep 
nodules can be ignored and the whole eruption considered dermatitis factitia. Cer- 
tainly anaerobic actinomycetes are not common contaminants. I am of the opinion 
that this eruption should not be called dermatitis factitia until further study settles 
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the mycologic phase once and for all. A second deep biopsy as suggested might 


be productive of information, even with a negative result. 

Dr. THomas N. GRAHAM: I agree with Drs. Wise, Sharlit and Lewis that 
the case should not pass off as one of dermatitis factitia. Definite subcutaneous 
nodules have been seen before they form sinuses, and these sinuses have healed 


rapidly after the contents of the nodules have been expressed 


Dermatomyositis with Raynaud’s Phenomena. Presented by Dr. Mavrict 
J. COSTELLO. 


J. F., a married woman aged 42, presents a generalized progressive scleroderma 
and dermatomyositis associated with acrosclerosis and Raynaud’s phenomena. A 
thyroidectomy was performed in 1940 without relief of symptoms. The patient has 
had pain in her fingers for twenty years, and there is severe blanching of the 
fingers. At present, the scleroderma affects the hands and forearms in gauntlet 
like fashion. There are contraction, thinning and tapering of the fingers, with 
many scars representing healed ulcerations, and the patient is unable to extend th: 
fingers of either hand. Her immediate complaint is an intertriginous oozing fissured 
eczema of the inframammary regions, the inguinal areas and the intergluteal cleft 
She also has a number of flat erythematous lesions from the size of a pea to that 
of a coffee bean, surmounted by flaccid vesicopustules. The patient is presented 
this evening so that the members may make mental note of her appearance pri 
to the administration of dihydrotachysterol. 


Dr. E. Witttam Apramowitz: I agree with the diagnosis of Raynaud's dis- 
ease. I never was converted to the acrosclerosis terminology. As to the dermato 
myositis, more conclusive proof should be submitted through biopsy of muscl 
tissue. Dr. Costello says that he is showing the patient because he is going t 
give dihydrotachysterol and expects to present her again with good results. I hop: 
so. A patient of mine with generalized scleroderma, sclerodactylia and Raynaud's 
syndrome of the hands and feet, who was receiving large doses of dihydrotachysterol 
for four or five months and, in addition, neostigmine bromide, died in spite of the 
treatment. There was involvement of the esophagus and aorta causing a dis- 
turbance of the cardiac rhythm and other symptoms. I have more confidence in 
baking and massage than in any internal medication for scleroderma. I think 
that little progress has been made in the treatment of this disease after it becomes 
generalized. 

Dr. Frep Wise: I agree that it would be desirable to get further evidence ot 
dermatomyositis, and I would ask Dr. Costello to report at the next meeting 
whether he has found further evidence of that disease. 

Dr. HERMAN SHar_it: In these cases the sclerodactylic feature is not alto- 
gether hopeless. I myself have seen cases in which the patients have improved, 
and Dr. Lewis presented a patient who said that she was much improved after 
an operation for stripping the arteries. I think that the prognosis is quite hopeless 
from the point of view of internal remedies. 

Dr. GirscH D. AstRACHAN: AIl cases of dermatomyositis which have been 
described in the literature have had three cardinal signs: (1) edema; (2) cutaneous 
eruption, which may be urticarial or erythematous, and (3) myositis. The last 
can be proved by biopsy. The fact that the patient complains of pains does not 
necessarily confirm the diagnosis of myositis. Pains do occur in cases of plain 
scleroderma. If this is a case of dermatomyositis, I should like to draw attention 
to Dr. Sulzberger’s case of dermatomyositis in which the patient was treated with 
injections of alpha tocopherol (vitamin E) intramuscularly and vitamins A and D 
orally and reported as much improved (Arcn. Dermat. & SypH. 44:719 [Oct] 


1941). 
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Dr. Georce M. Lewis: In a series of cases of dermatomyositis seen at New 
York Hospital during the past few years, the symptoms have ranged all the way 
from the classic ones described by Dr. Astrachan to ones approaching those in the 
case presented tonight. Dr. Costello has followed this case, and if he has found 
muscular weakness of severe degree I think that dermatomyositis must be con- 
sidered on that basis alone. Some of these patients get well spontaneously ; hence 
the fact that the patient is better now is not against that diagnosis. What is seen 
tonight would fit in better with a diagnosis of scleroderma, but the previous 
observations of Dr. Costello cannot be neglected. 

Dr. Macrice J. Costerto: Generalized scleroderma is frequently associated 
with dermatomyositis. One of the most reliable symptoms that I know of is the 
early inability of the patient to stand in bare feet without pain—a symptom which 
this patient presents. I put her on a wide table and asked her to turn from the 
prone to the supine position; it took her at least a minute to do so, because she 
lacked the muscular power to do it faster. One must remember that this patient's 
disease has been going on for ten or twelve years and that it has improved 
spontaneously. She gives a history of muscular weakness, inability to carry 
packages, and pain whenever the muscles are pressed during massage. 


Idiopathic Multiple Hemorrhagic Sarcoma (Kaposi). Presented by Dr. 

GirscH D. ASTRACHAN. 

C. J., an Italian man aged 79, registered on June 2, 1944 at the Metropolitan 
Hospital Dispensary, giving a history of an eruption of about fifteen years’ 
duration on both feet and the left hand. An eruption appeared on the right hand 
about two and one-half years ago. 

The right hand, including all fingers, is noticeably edematous and light bluish. 
Deep pitting can be produced on pressure. Over the surface are scattered many 
elevated indurated dark gray to brownish nodular lesions, varying in size from 
that of a pea to that of a bean. Some nodules have a smooth, shiny surface, 
and others are verrucous, with scanty adhering scales. A few lesions are some- 
what ulcerated and covered with a thick, dark brownish crust. 

On the back of the left hand and involving the lower part of the forearm there 
is a well defined, slightly elevated, irregularly shaped area of purplish infiltration. 
The border of this area is slightly elevated and nodular.- A few nodular lesions 
are present on the palmar aspect of the left hand. 

Both feet present diffuse well defined elevated indurated purplish-grayish 
plaques with a raised border. Over the lower parts of both legs are scattered 
a few nodular lesions. 

Ten roentgen irradiations (75 r each) have been given to the right hand. 

Laboratory data were as follows: The Wassermann and Kahn reactions were 
negative. The urine was normal except for an occasional hyaline cast and a very 
faint trace of albumin. The blood count was normal except for a red cell count 
of 4,210,000 and slight anisocytosis. 

Determination of blood chemistry revealed an icterus index of 8 units and a 
sugar content of 93 mg., a urea nitrogen content of 13.8 mg., a uric acid content 
of 4.2 mg. and a cholesterol content of 182 mg. per hundred cubic centimeters. 

Histologic examination of tissue removed from the back of the hand confirmed 
the diagnosis of Kaposi's sarcoma. The description by Dr. Taub stated that 
the specimen consisted of whorls of hyperplastic connective tissue bundles showing 
pronounced vascularity; within these whorls were many areas of collagenous 
and fibrinoid degeneration with definite hemorrhagic extravasations. The con- 
nective tissue showed no sarcomatous change. Many endothelial cells were also 
present, but these did not appear malignant. The picture was felt to be one 
of the end stage of Kaposi’s sarcoma. 

The same tissue was examined by Dr. Wilbert Sachs, who reported that at 
one edge of the section there was a tremendous mass composed of blood vessels, 
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connective tissue and cellular elements. The overlying epidermis showed no 
important change. In the upper portion of the mass were numerous dilated 
blood and lymph vessels and a tremendous amount of hemorrhage. There were 
some increase in connective tissue and a diffuse spindle cell infiltration. There 
was little or no connective tissue in the lower portion of the mass, and the spindle 
cells were densely packed. His diagnosis was “Kaposi's sarcoma with spindle 


cell sarcoma developing from it.” 
DISCUSSION 
Dr. Max ScuHeer: The lesions on the foot are those of Kaposi's sarcoma, but 
those on the hand looked different. They suggested prickle cell epithelioma 
Dr. HERMAN SHARLIT: The lesions on the right hand give me the impression 
that increased malignancy is developing. It is possibly frank sarcoma 


Dr. JAcK Wor: This man presents the typical end result of long-standing 
Kaposi’s sarcoma. All the elevated verrucous lesions, if not already sarcomatous, 
will soon show the histologic picture of spindle cell sarcoma. In view of the 


patient’s age, I should be inclined to adopt a conservative attitude and destroy 
the lesions by means of electrodesiccation. The prognosis in such far advanced 
cases is invariably bad. 

Dr. E. WitttAmM ApramowiTz: One can speculate about the lesions on the 
hand, but those on the feet are classic examples of Kaposi's sarcoma. My idea 
would be that the patient has probably had the disease for some vears and that 
somebody gave him arsenic. Some of the hyperkeratotic verrucous lesions gave 
me tHat impression. 


Dr. IsaporE Rosen: I agree with the remarks made by some of the previous 
speakers regarding the unusual features of this case. There are instances 11 
which lesions of Kaposi's sarcoma undergh rapid proliferative changes witl 
metastases, and the lesions on this man’s hand strongly suggest such a process 
It is not unusual to see vegetating lesions associated with Kaposi’s sarcoma, 
especially on the feet, but these hypertrophic ulcerative tumors are rare. 

Dr. ANTHONY C. CrpoLttAro: I think that Dr. Wolf covered the clinical 
ground in saying that this is a case of Kaposi's sarcoma with sarcomatous 
changes. I think that the verrucous lesions are typical of spindle cell sarcoma, 
and, with that in view, I would treat each lesion individually with filtered roentgen 
rays, 300 r every other day, until a total dose of 4,000 r has been given to each 
lesion. 

Dr. Frep Wise: I am in agreement with the speakers who consider all 
lesions in this patient as Kaposi’s sarcoma, whether they show spindle cell sarcoma 
microscopically or not. The verrucous lesions are rather common, especially 
adjacent to the big toes. In my experience at the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital, 3 patients have been 
treated with unfiltered roentgen rays without benefit and then with filtered radia- 
tion with favorable response. 

Dr. GirscH D. AstrRACHAN: There are certain interesting features in this 
case: first, the age of the patient—80 years—and then the advanced stage of the 
eruption on the right hand. There are several prominent verrucous lesions with 
ulcerations, which are not often seen. A case of Kaposi’s sarcoma with ulcera- 
tions was presented by Dr. Wise (ArcH. Dermar. & SypnH. 47:733 [May] 1943). 
According to Dr. Sachs, the histologic examination shows changes characteristic 
of spindle cell sarcoma. This is an important complication, and I am much 
concerned about the treatment of this patient. I think that electrosurgical removal 
would not be advisable in this case. Removal of so many lesions for a man 
of 80 is a serious procedure. I should be inclined to follow Dr. Cipollaro’s advice 
about high voltage roentgen ray therapy. 
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A Case for Diagnosis (Xeroderma Pigmentosum?). Presented by Dr. 
THomas N. GRAHAM. 

A. G., a white boy aged 16, was first seen at the New York Hospital on 
April 21, 1944, complaining of an eruption of three vears’ duration involving his 
face. There were no subjective symptoms. The patient stated that the eruption 
had become aggravated by exposure to sunlight during the preceding two summers. 
There was no family history of a similar eruption. 

The skin of the nose shows erythema, keratotic papules, a few vascular papules 
and numerous deep-pitted scars. There are a similar but less pronounced eruption 
on the adjacent areas of the face and a few scattered lesions of the same type 
on the remainder of the face. There are a few discrete vascular papules. There 
are numerous pigmented macular lesions involving the entire face and the exposed 
areas of the neck, chest and upper extremities. The skin of the face is exces- 
sively dry. Within the past month an indurated erythematous lesion 1 cm. in 
diameter has appeared on the right side of the nose. There have been no other 
lesions suggesting malignant degeneration. 

The Mazzini test of the blood elicited a negative reaction. 

Examination of the urine for hematoporphyrin (test of Watson and Schwarts) 
showed a trace of porphyrins to be present. 

Conditions observed at biopsy, reported by Dr. N. Chandler Foot, proved to 
be consistent with a diagnosis of xeroderma pigmentosum. There were early 
proliferative changes without much metaplasia of the cells but with a considerable 
disarrangement of the normal architecture of the epidermis, and he concluded 
that the biopsy specimen was from a hypertrophic area in a xerodermatous lesion. 


DISCUSSION 

Dr. Max Scueer: I agree with the diagnosis. The patient has the dark 
freckles of xeroderma pigmentosum over his face, but the lesions on the nose 
look more like those of adenoma sebaceum. 

Dr. HERMAN SHARLIT: I accept the diagnosis, and I think that the remarks 
made by Dr. Scheer are in order. 

Dr. ANTHONY C. CrpoLttaro: I agree with the diagnosis. 

Dr. Frep Wise: I also agree. 

Dr. THomas N. GrauamM: There have been some lesions resembling those 
of adenoma sebaceum, but these lesions have disappeared spontaneously, and I 
believe that those of adenoma sebaceum do not. 


Subacute Disseminated Lupus Erythematosus. Presented by Dr. JAcK Wor. 

S. N., a man aged 25, was referred to me on Oct. 6, 1944 for treatment of 
an eruption of approximately three years’ duration. The eruption had appeared 
with dramatic suddenness after a sunburn at the beach. Except for the past few 
months the patient has been continuously under treatment. Treatment has con- 
sisted of numerous injections (more than fifty) of a gold salt, many injections 
of bismuth subsalicylate, some concurrently with the gold, and injections of crude 
liver extract and the Hollander treatment with quinine administered internally 
and iodine applied to the lesions locally. The response to all treatment has been 
poor. 

The patient presents a severe and diffuse process. There are irregularly oval 
atrophic telangiectatic spots with surrounding pigmentation on the face and neck, 
giving a dirty brown appearance to the entire area; there are numerous inter- 
lacing red strands approximately % inch (1.3 cm.) in width, the central portion 
of which is atrophic, and the erythematous areas are mildly edematous and telan- 
giectatic, diffusely spread over the anterior and posterior aspects of the chest, 
the arms and, to a lesser degree, the forearms. The patient presents diffuse 
alopecia and atrophic and telangiectatic spots on the scalp; the eyebrows are 
considerably thinned. The buccal mucosa, the palate and tongue are also affected 
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and present acutely erythematous smooth and edematous spots; the vermilion 
border of the lips is telangiectatic, with numerous small atrophic strands. 
In spite of the severity of the process, the patient appears in fairly good 


health and is able to carry on a normal existence. 
DISCUSSION 


Dr. HERMAN SHARLIT: I get the impression that there has been so much 
therapy that the patient should be given a rest for a while. 

Dr. E. Witrtam ApramowitTz: I think that the patient should be treated. 
All dermatologists encounter eruptions that are resistant to all kinds of treat- 
ment. One suggestion would be that he receive some preparation of gold other 
than the one already administered. There are several on the market. I under- 
stand that the sulfonamide compounds have not been tried, and once in a while 
results are obtained from them when used internally. At the last meeting of 
the American Dermatological Association, Dr. Cannon presented cases in which 
the patients were treated with strong solution of iodine U. S. P.; that might be 
tried in this case. An occasional transfusion of blood may be of help. 


Dr. IsaporE Rosen: In view of the extensive involvement, I urge that the 
patient be hospitalized and investigated from every angle as to the cause. I sug- 
gest use of a different preparation of the same drug plus the administratian of 
liver extract and a high vitamin diet. In other words, it is important to build 
up the general health of the patient, in addition to other therapy. 

Dr. Frep Wise: The patient should receive treatment if only for the reason 
that if he does not he will go to another physician or another clinic. Another 
point to consider is the question of how much gold he received and what dosage 
was given. 

Dr. THomas N. GRAHAM: Benefit has been obtained in some cases of this 
type with vaccine therapy. 

Dr. Maurice J. Costerto: At one time I had at Bellevue Hospital 4 cases 
similar to this one, and I hospitalized the patients and administered Germanin 
(sodium salt of the symmetric urea of metaamidobenzoylmetaaminoparamethyl- 
benzol-levonaphthylamino-4,6,8-trisulfonic acid). One patient, whom Dr. Bloom 
will recall, had had the eruption for eight years, and it completely cleared. Other 
patients improved, but the drug had to be discontinued because of toxic reactions. 
I have used the Winthrop preparation Naphuride, but I did not get the same 
results. One other suggestion would be the administration of graded tuberculin 
in extremely small doses. 

Dr. Max ScuHeer: It seems that every type of therapy has been recom- 
mended here except penicillin. 

Dr. JAcK WorF: In addition to the various measures suggested, I have also 
considered the advisability of treating the patient with the ethyl chaulmoograte. 
Good results with this agent have been reported in long-standing, resistant cases. 


Dr. GirscH D. AstRACHAN: I noticed that no one mentioned giving bismarsen, 
as recommended by Weiss, Conrad and Pfaff (ArcH. Dermat. & SypnH. 44:1009 
[Dec.] 1941). I agree, however, with Drs. Sharlit, Parounagian and Rosen that 
this patient should be treated cautiously, because he has received so many forms 
% therapy. If bismarsen or bismuth is given, it should be in small doses and 
each injection should be accompanied with an injection of crude liver extract. 

Dr. Jack Worr: This man had three injections of oxophenarsine hydro- 
chloride, and an exacerbation followed each injection. I should be inclined to 
avoid any arsenical preparation. Extreme caution in employing any active agent 
is required in this type of case. 
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Persistent Edema of Hands and Forearms. Presented by Dr. Davin BLoom 


A. C., an Italian janitor aged 48, came to the Skin and Cancer Clinic in 
September 1944, complaining of a recurrent eruption on the hands and feet ot 
three years’ duration. 

The palms and soles present an erythematovesicular eruption. The backs ot 
both hands and the distal half of both forearms are decidedly edematous, but the 
skin covering this area does not show any signs of inflammation. Pressure does 
not leave any pitting in the edematous region. 

The patient states that the edema of the hands and forearms has been present 
for two years. One year ago he suffered an attack of swelling and redness ot 
the hands which cleared within one week following application of wet dressings. 
According to the patient, the swelling varies in size at different times. 

No other member of the family, including his four grown-up children, has a 
similar condition. The past history of the patient did not reveal any illness 
except the eczematous eruption on the hands and feet. 

DISCUSSION 

Dr. E. WILLIAM ABRAMOWITz: I presented a patient wtih an eruption ot 
this kind and also 1 with severe elephantiasis of the scrotum of many years’ 
duration with recurrent attacks of redness and lymphangitis. For the latter, the 
only measure that kept these attacks from reappearing was the long-continued 
use of sulfonamide compounds. Finally, his family physician gave him penicillin, 
and he has not had an attack in the four months since. 

Dr. Frep Wise: The history in this case is indicative of a streptococcic or 
staphylococcic infection. Treatment with vaccines or penicillin should be tried. 

Dr. JacK Wo F: I do not belitve that the dermatophytosis of the feet bears 
any relation to the edema of the hands. Several patients with similar edema ot 
the hands of unknown origin have been presented before this society within the 
past two years. 

Dr. Maurice J. Costetto: I suggest a sulfonamide compound or penicillin. 
If the latter is administered, I think that 20,000 units should be given every thre: 
hours around the clock for one week. 

Dr. Davin BLtoom: The edema may be assumed to have developed on tl 
basis of the long-standing eczema of the hands. At present it is not associated 
with any inflammatory sign, and I therefore do not expect any benefit from 
sulfonamide compounds or penicillin. 


NEW ENGLAND DERMATOLOGICAL SOCIETY 
Jacop H. Swartz, M.D., President 
Francis M. THurmon, M.D., Secretary 


Boston, Oct. 18, 1944 


Chronic Lymphangitis of the Lower Lip. Presented by Dr. J. H. Swartz, 

Boston. 

J. M., a white American school girl aged 9, presents an intermittent swelling 
of the lower lip, of eight years’ duration. 

During this period the lip has never been entirely normal. At the onset 
there were edema and vesiculation, but during the past two years the edema has 
persisted without vesiculation. 

Examination reveals a firm swelling of the lower lip, without tenderness 

The Hinton and Wassermann reactions of the blood were negative. 
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Moccasin 


Autogenous, typhoid and smallpox vaccines have been administered. 
snake venom, as well as roentgen therapy totaling 450 r, has been used. No 


improvement resulted from this treatment. 


DISCUSSION 
Dr. F. P. McCartuy, Boston: I have a patient with a similar condition of three 
vears’ duration, who was treated elsewhere for about one year and received 
essentially the same therapy as that recorded here, exclusive of roentgen rays 
My patient 


but including a sulfonamide compound and a streptococcus vaccine. 
has periodic attacks of fever at intervals of two to three weeks, the edema being 
severe and even intraoral, and similar to that of the patient shown today. I have 
a high vitamin intake and small 


given solution of potassium arsenate U. S. P., 
doses of roentgen rays. All her teeth have been extracted. Over a period of 


six months the lymphedema has diminished about 50 per cent. 

Dr. J. H. Swartz, Boston: This patient states that she does not feel well 
at times, especially when the “blisters” erupt. 

Dr. F. P. McCartuy, Boston: The patient of mine also has chronic aphthous 


stomatitis. 


Dr. F. Roncuese, Providence, R. I.: Did you use an intraoral apparatus for 
he roentgen ray therapy? 
Dr. G. M. Crawrorp, Brookline, Mass.: I did not happen to see her during 


roentgen treatments, but I am sure that she had a shield on the inside of the 


lip. My colleagues and I have no oral unit. 

Dr. J. H. Swartz, Boston: The problem in this case is not only the diag- 
nosis but the question of what to do. I recall a member of my own family who 
had a similar lymphedema for a period of years and received all forms of therapy, 
with only temporary improvement. The only thing that did him good was 
plastic surgical treatment. He had involvement of the lower lip chiefly and 
some of the upper lip. There has been no recurrence since about twelve years ago. 

Dr. B. Appet, Lynn, Mass.: What was done surgically? 

Dr. J. H. Swartz, Boston: I am sorry that I cannot describe the technic. 
The operation was done by a good plastic surgeon, with an excellent result. 

Dr. J. GoopMAN, Boston: When penicillin was first available, I was pre- 
sented with a patient who had the same disease that has just been described. The 
duration was seven or eight years. The process was on the cheeks. It was 
characterized by recurrent episodes of fever, redness and induration of the cheek 
and sometimes enlarged lymph nodes of the neck. The patient had received 
roentgen ray therapy. At that time she was taking sulfathiazole, and she had 
been taking it for a year. Whenever fever developed she would take sulfathiazole 
for a few days, and the fever and edema would subside. I administered penicillin, 
a total of 300,000 units within three days. The process quieted down while she 
was in the hospital. A week after her discharge it disappeared entirely, and 
there has been no recurrence. However, the patient has had similar episodes 


of freedom from attacks. 
Dr. F. P. McCartuy, Boston: Is there any lymphedema between attacks ? 


Dr. J. GoopMAN, Boston: There is not. 


Presented by Dr. WALTER F. 


A Case for Diagnosis (Dermatitis Repens?). 
Lever, Boston. 
T. B., a white American woman aged 44, presents a lesion on the left thumb 


of eight years’ duration. 

Subsequent to the removal of a wart, the lesion developed, and it has persisted 
on the dorsal surface of the left thumb. The area has remained almost constant 
in appearance, in spite of many types of therapy. It has never healed entirely, 
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and at times deep pustulation has been present. It has been slightly tender and 
does not itch. 

The examination reveals an eroded erythematous scaling area, approximately 
2 cm. in diameter, on the dorsum of the left thumb. 

The Hinton reaction of the blood on two occasions has been negative. N 
foreign body or osteomyelitis was seen on roentgenologic examination. Cultures 
yielded abundant Staphylococcus aureus organisms. 

Treatment has comprised numerous bland ointments and compresses and 
application of 1 per cent aqueous solution of basic fuchsin. Sulfathiazole oint- 
ment and sulfapyridine orally were used and sensitivity to these sulfonamide 
compounds developed within five days. An occlusive dressing was applied for 
five weeks to rule out dermatitis factitia. Seven injections of staphylococcus 
toxoid were given. Despite this therapy, the lesion has persisted. 

DISCUSSION 

Dr. F. P. McCartuy, Boston: This patient is a confirmed picker and admi 
past and present picking at the lesion. 

Dr. J. H. Brarspert, Boston: It seems to me that this case raises a simp! 
and practical question in dermatology. Is it consistent with dermatologic thought 
that an area of dermatitis may remain as small as a half-dollar for a period ot 
eight continuous years? 

Dr. W. F. Lever, Boston: I did not make the diagnosis of dermatitis repens 
but only raised the question of the presence of this disease; that seemed to be 
the closest diagnosis that could be established. The possibility of dermatitis 
factitia has been considered. The patient admits picking, but it is not quite the 
type of lesion that I should expect to result from picking alone. I thought that 
bacterial infection was somewhat involved in the production of the lesion and 
thought that bacterial dermatitis might be considered. On the whole, I am 
uncertain about the diagnosis. 


Poikiloderma Vasculare Atrophicans. Presented by Dr. G. Marsuat 

CRAWFORD, Brookline, Mass. 

G. G., a white American man aged 49, presents lesions on the trunk and 
extremities of fifteen years’ duration. - 

Aiter seven months in the tropics, he observed red areas on the trunk, some 
of which have slightly enlarged and others of which have receded. There has 
been no appreciable pruritus. There is no other relevant anamnesis. 

Examination reveals irregular scattered lesions on the trunk and extremities. 
The areas are sharply defined and of varying shapes; some are as large as 10 cm. 
in diameter. Atrophy, pigmentation and varying degrees of telangiectasia are 
present. A few of the areas show mild scaling. 

The Hinton reaction of the blood was negative. Cultures yielded Staphylo- 
coccus albus. 

The patient has not been treated. 


DISCUSSION 


Dr. J. G. Downine, Boston: This case is not a true picture of poikiloderma 
vasculare atrophicans. One or two plaques showed evidence of dilatation of the 
capillaries. When the lesion on the back, an elevated circular plaque with 
numerous dilated capillaries, undergoes invoiution, there will be residual capillary 
dilatation similar to that which he presents on the medial aspect of the thighs. 
I think that this picture suggests an eruption of the parapsoriasis type rather 
than poikiloderma. 

Dr. J. H. Swartz, Boston: I favor the diagnosis of psoriasis. Here is a 
man with a dermatitis of fourteen to fifteen years’ duration, with scaling, 
erythematous patches, little atrophy and little capillary dilatation which accom- 
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panies poikiloderma vasculare atrophicans The slightly innltrated lesion. on 
the back suggests premycosis fungoides, even though the dermatosis is of fourteen 
or fifteen years’ duration. I recall a similar case of twenty years’ duration, with 
itching for a number of years, which terminated as a case of typical mycosis 
fungoides. 

Dr. G. M. Crawrorp, Brookline, Mass.: The suggestion is certainly appro- 
priate. This man came to me only because his local physician was curious as to 
the nature of his eruption. He was unconcerned with it because it did not 
bother him. It became apparent while he was in the tropics. The one elevated 
lesion is distinct from the others. I cultured that mainly to rule out a fungous 
infection. He would not consent to a biopsy. At the time I saw him, there 
was no scale on any of the lesions except that thickened plaque. Some of the 
older areas showed a good deal of atrophy. They are inconspicuous and not as 
pigmented as they should be. 


Keratosis Palmaris et Plantaris (Due to Arsenic). Presented by Dr. WALTER 

F. Lever, Boston. 

E. C., an Italian man aged 44, presents keratotic lesions on the palms and 
soles which are of approximately one year’s duration. 

In June 1941 an eruption developed which was diagnosed as dermatitis her- 
petiformis. In January 1942 solution of potassium arsenite U. S. P., 30 cc., was 
prescribed by his local physician. Up to December of that year, the patient 
had refilled this prescription on four occasions. In October 1943, numerous kera- 
totic lesions began to appear on the palms and soles. 
DISCUSSION 
Dr. W. P. BoarpMAN, Boston: I think that this is a typical case of palmar 
and plantar keratosis. 

Dr. W. F. Lever, Boston: I should like to point out that in this case the 
patient was given by his physician a prescription for 30 cc. of solution potassium 
arsenite. On four occasions the patient refilled the prescription without the 
knowledge of any physician. Only when the fifth refill was requested was it 
suggested by the pharmacist that he see his physician. 

Dr. B. Appet, Lynn, Mass.: As long as the discussion has gone off on this 
tangent, I think that I might mention my own custom in writing a prescription 
for medicines which might cause damage by constant refilling. I am extremely 
careful always to note on the prescription that use of the preparation should not 
be repeated, and the druggists to my knowledge have never refilled such a pre- 
scription. It seems to me that physicians, above all, who know the dangers of 
their medicines, should exercise care. For instance, I had several patients who 
were taking sulfapyridine. Although physicians are well aware of the lack of its 
apparent toxic effect, I nevertheless write every prescription for an amount of 
tablets which I know is appropriate at that visit and signify that it should 
not be refilled. JI do the same for thyroid tablets, and, although I have seldom 
used solution of potassium arsenite, I always write non repetatur on the pre- 
scription. I respectfully recommend that as a standard procedure for all who 
write prescriptions. 

Dr. G. A. Drx, Worcester, Mass.: In Worcester, the patients have a habit 
of asking for a copy of the prescription. It is sometimes advisable to say, “Do 
not refill or give a copy.” 

Dr. J. H. Bratspert, Boston: How many ounces of solution of potassium 
arsenite did this man take? 

Dr. W. F. Lever. Boston: One hundred and fifty cubic centimeters. 

Dr. J. H. Bratspett, Boston: The only thing that interests me is that this 
man had 2,500 minims (154 cm.) at his disposal, and he took it over a period of 
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ten months. Now if he took, in on an average of 15 drops a day, it would be 
tor a period of one hundred and fifty days only. Otherwise, he did not take an 
excessive amount, but he had an idiosyncrasy to arsenic. 


Tuberous Sclerosis. Presented by Dr. J. H. Swartz, Boston. 

L. P., a white American school boy aged 17, presents lesions of thirteen years’ 
duration involving the face, trunk and nails. 

There have been an eruption on the face and moles over various parts of the 
body since the age of 5 years. Deformity of the nails with fibromatous changes 
has been present as long as the patient can remember, and this has been attributed 
to his biting his nails. The patient has been retarded mentally and has had 
convulsions for the past three years. 

The clinical picture is that of typical adenoma sebaceum of the face. There 
are multiple moles on the trunk, and the nails are deformed. Neurologic exami- 
nation reveals, aside from the convulsions and loss of consciousness, a bilateral 
Babinski sign but otherwise generally normal reflexes. Profuse perspiration is 
noted. 

On roentgenologic examination the skull was normal. The Hinton reaction of 
the blood was negative. The leukocyte count was 13,600. Urinalyses were irrele- 
vant except that the test for sugar with Benedict's solution showed green on 
two occasions. The nonprotein nitrogen was 38 mg. per hundred cubic centi- 
meters. An electroencephalogram was reported as “a grossly abnormal record. 
It showed a diffuse, high voltage, slow wave dysrhythmia which was increased 
by overbreathing. It showed a focus in the right occiput. The focus was so 
pronounced as to make one suspect that the patient has a tumor. He merits 
localization study with sixteen scalp electrodes.” 

DISCUSSION 

Dr. F. Roncuesr, Providence, R. I.: What pathologic change, other than 
that resulting from nail biting, is there in the nail? 

Dr. J. H. Swartz, Boston: Sometimes the patient says that the nail became 
changed after he bit it, but the mother reports that he began to bite the nail 
after the change in the nail was called to his attention. This type of involvement 
of the nails has been described in cases of tuberous sclerosts. 

Dr. L. BaBaLrtan, Portland, Maine: Subungual and periungual fibromas have 
been described in tuberous sclerosis. I wonder whether they could be considered 
in this case. 

Dr. J. H. Swartz, Boston: He has one lesion which is fibromatous extending 
to the nail. 

Dr. F. Roncueset, Providence, R. I.: He claimed that he had an accident 
to that nail. 

Dr. G. E. Morris, Boston: Since this patient presents mental deficiency, 
epilepsy and tuberous sclerosis, the disease might fall into the category of epiloia, 
which is an enlargement of the idea of tuberous sclerosis to include associated 
medical findings. 


Lipid Proteinosis, Generalized. Presented by Dr. G. MarsHatt CraAwrorp, 
Brookline, Mass. 


J. S., a white American man aged 28, presents a generalized dermatosis of 
twenty-three years’ duration. When the patient was 5 years old, lesions began 
to appear on the face, scalp, trunk and extremities, which were attributed to 
“infections.” They appeared in crops one or more times yearly, requiring months 
to heal, and scarring was always pronounced. There was a remission of lesions 
during the “teen age period,” but since that time he has had several severe 
episodes, involving especially the scrotum and buttocks. There was a question- 
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able tamily history of diabetes. In recent years the patient suffered “fainting 
spells’ of an epileptiform type, which were not controlled by diphenylhydantoin 


sodium. 

Nearly all the skin is of ivory or yellowish color of varying degrees, except 
for the areas of severe scarring. The scars vary in size; many are atrophic and 
others varioliform, and they are most evident on the face and the scrotum. 
Myriads of yellowish white miliary papules are present on the face, neck and 
evelids, especially at the margins of the eyelids. Hypertrophic changes are present 
m the knees, elbows and buttocks. There are miliary lesions on the oral and 
faucial mucous membrane. Several teeth are missing, possibly some congenitally. 
The maxillary canine teeth are sharply pointed. There are deformities of the 
enamel. Irregular thickening of the vocal cords is noted. 

The Hinton and Wassermann reactions of the blood were repeatedly negative. 
The results of an examination of the blood and urine were normal. The blood 
holesterol level in 1938 was 151 mg. per hundred cubic centimeters and 235 mg. 
in 1944. The nonprotein nitrogen was 20 mg., chlorides 106 mg., total protein 
0.8 Gm. and blood sugar 82 mg. per hundred cubic centimeters. Roentgenologic 
examination of the long bones showed that they were normal, and calcification 
t the tentorium was noted in the skull. The cerebrospinal fluid was normal 
\n electroencephalogram suggested brain tumor. A biopsy in 1938 showed normal 
elastic tissue, but the central arteriole of each papilla showed a uniform coat of fat 
forming a sheath about the blood vessel. 

DISCUSSION 

Dr. J. H. Swartz, Boston: This is an interesting and rare case. The lesions 
around the eyelid are yellowish and characteristic of lipid proteinosis. I want 
to congratulate Dr. Crawford in being the first to make the diagnosis. I made 
the diagnosis independently and later found that Dr. Crawford already had estab 
lished it. The case is well worth reporting. 

Dr. G. M. Crawrorp, Brookline, Mass. That is a bit of a reflection on all 
us. This man was in my ward at the Massachusetts General Hospital in 1938, 
with a diagnosis of epidermolysis bullosa. The most interesting feature of this 
particular case is the possibility of cerebral involvement. His mental hallucina 
tions began only during the last ten years, and his fainting spells, which finally 
became definite grand mal, some of them violent exhibitions, occurred only within 
the past five years. The electroencephalogram indicates a possible tumor. So far, 
that has not been reported among 22 previously recorded cases. This man is on 
the waiting list to go to Monson State Hospital, Palmer, Mass. If he dies there, 
it will probably be possible to get an autopsy. I do not know when that will 
be, but I do not predict any great length of life for him. 


A Case for Diagnosis (Sarcoidosis of the Cheeks and Forehead; Tuber- 
culosis Luposa?). Presented by Dr. WALTER F. Lever, Boston. 

I. G., a French housewife aged 49, presents lesions of ten years’ duration on 
the cheeks and forehead. The presenting lesions gradually have increased in 
size and number over the past ten years. During the winter of 1943-1944, the 
patient felt weak and tired and had two small hemoptyses. At present she has 
paroxysms of coughing each morning. 

Examination reveals sharply demarcated, raised, slightly infiltrated lesions 
of purplish color on the cheeks and forehead. On percussion there is dulness over 
the base of the right lung anteriorly and posteriorly. The voice sounds and 
tremitus are diminished over the base of each lung. There are cavernous breath 
sounds, both anteriorly and posteriorly, at the base of the left lung. 

The results of the tuberculin test (dilutions of 1: 100,000 to 1:1,000) were 
negative. Roentgen examination of the lungs revealed a partial collapse and con- 
solidation of the middle lobe and a linear infiltration of both lower lobes. A 
cutaneous biopsy showed numerous sharply demarcated islands of epithelioid cells 
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in the corium and lymphocytes both around and within the islands. A decision 
as to whether or not the process was sarcoid or lupus vulgaris could not be made 
from the section. 
DISCUSSION 

Dr. B. Appet, Lynn, Mass.: Diascopic pressure revealed “apple jelly” nodules 
varying from 1 mm. to 5 mm. in diameter, which with the generalized structur: 
and distribution of the lesions indicates tuberculosis luposa (lupus vulgaris). 

Dr. G. M. Crawrorp, Brookline, Mass.: I do not recall whether a guinea pig 
has been inoculated. 

Dr. W. F. Lever, Boston: A guinea pig has been inoculated, but insufficient 
time has elapsed for a report. 


Dr. G. M. CraAwrorpd, Brookline, Mass.: That will have to determine the 
diagnosis, since the pathologic changes are not clear. 
Dr. A. HoLrannper, Springfield, Mass.: I suggest the diagnosis of sarcoid. 


especially because of the whitish discoloration of the periphery of the lesions. 
I should not say that this is a typical case of tuberculosis luposa (lupus vulgaris) 

Dr. J. GoopMAN, Brookline, Mass.: I favor the diagnosis of sarcoid. On 
cannot be sure of the guinea pig inoculation, but I am inclined from the clinical 
observations to make a diagnosis of sarcoid. 

Dr. W. P. BoarDMAN, Boston: The pinkish color, soft consistency and circular 
contour of the lesion suggests gumma, and had it broken down I should have 
called it a gumma. I could not find any nodules. I thought it was sarcoid. It 
is unusual to have lupus vulgaris start at that age. Similar cases of tuberculosis 
luposa in adults have been presented to the society, but they certainly are unusual. 

Dr. J. G. Downrnc, Boston: Smears for Hansen's bacilli should be made 

Dr. M. Ryan, Brockton, Mass.: She has a lesion on the knee which looked 
like sarcoid. 

Dr. J. H. Swartz, Boston: Have smears for Hansen’s bacillus been made? 

Dr. W. F. Lever, Boston: The Ziehl-Neelsen stains were negative. Roentgen 
studies of the chest showed massive consolidation of the middle lobe of the right 
lung and the lower lobes of both lungs. This is in favor of sarcoid. Furthermore, 
the striking contrast between the massive infiltration of the lungs and the lack 
of impairment of the general health favors sarcoid. All-tuberculin tests elicited 
negative reactions. As far as the histologic examination is concerned, the slide was 
shown to Dr. Max Pinner, of the Montefiore Hospital for chronic diseases, in 
New York, and he felt that the diagnosis was not sarcoid, but in the pathologic 
laboratory at the Massachusetts General Hospital the consensus was sarcoid. 


Giant Cell Reticulosis. Presented by Dr. WaAttTer F. Lever, Boston. 

J. P., a white American man aged 45, complained of a nonitching eruption of 
two years’ duration. The onset was marked by a dry, erythematous, nonpruriti 
scaling on the lower half of the abdomen, extending to the groins and thighs 
Later the axillas and the right popliteal space were similarly involved. Seven 
months ago, painless hard subcutaneous masses began to develop in and about the 
erythematous areas and also appeared beneath the left nipple and on the lower 
portion of the back. Fatigue has been noted for the past six months. 

The erythematous areas blanched on pressure and were slightly warmer than 
the surrounding skin. Painless, firm masses, which tended to be confluent and 
slightly elevated, ranging from 1 to 5 cm. in diameter, were seen on the medial 
and lateral aspects oi both thighs, the groins and the lower portion of the back. 
Three yellowishly colored elevated masses were noted beneath the left nipple. 

Six biopsies were performed, and histologic studies revealed reticulum cells 
interspersed with giant cells showing asteroid inclusion bodies. The blood showed 
a hemoglobin content of 78 per cent (Sahli), an erythrocyte count of 4,100,000 
and a leukocyte count of 4,900; the differential count was normal. On examina- 
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tion the urine was normal. The blood cholesterol level was 195 mg. per hundred 
cubic centimeters. The nonprotein nitrogen was 37 mg. and the second determina- 
tion 30 mg. per hundred cubic centimeters. The total protein content was 6.18 Gm.; 
albumin 3.94 Gm. and globulin 2.24 Gm. per hundred cubic centimeters (albumin: 
globulin ratio 1.7:1). There was a positive reaction for urobilinogen in the 
1: 80 dilution and a negative reaction in the 1: 160 dilution. The prothrombin time 
was twenty-two seconds. There was no reaction to tuberculin in a dilution ot 
1: 10,000. Roentgenologic examination of the heart and lungs showed norma! 


te 


conditions. Results of the glucose tolerance t 


st were as folliows 


Sugar in Sugar io Urin 
Blood, (Reduction ot 


My./100 Ce. Benedict’s Solutio: 


Fasting.. 4 Negative 
Half hour 12: Negative 
One hour... 12 Negative 
Two hours 13% Negative 
Three hours 10: Negativ 


Negative 


Four hours.. 


Determination of the total lipids in the blood resulted as follows 


Plasma 


Blood 


Lecithin, Mg./100 Ce. . 


Cholesterol, Mg./100 (« 19 
Cholesterol esters, Mg./100 127 29 
Total fats, Eq./1 17 18.1 16.4 
Neutral fats, Eq./1. 3.5 0.9 7.4 


DISCUSSION 


Dr. W. F. LEVER, Boston: The sections were studied here in the pathologi 
laboratory, and nobody seemed to be sure about the nature of the lesions. I took 
the sections to Dr. S. Burt Wolbach, professor of pathology of Harvard Medical 
School, and it turned out that he had first described a similar type of lesion in 
1911 (Wolbach, S. B.: A New Type of Cell Inclusion, Not Parasitic, Associated 
with Disseminated Granulomatous Lesions, /. Wed. Research 24:243, 1911). He 
had described the star-shaped inclusion bodies, which are present in the giant cells 
of this lesion. Their significance is not known. The histologic slide in this case 
shows groups of reticulocytes and large multinuclear cells embedded in bands ot 
fibrosis. The histologic diagnosis of giant cell hystiocytic reticulosis ‘was first 
applied to this type of lesion by Robb-Smith of England (Robb-Smith, A. H. T. 
Reticulosis and Reticulosarcoma, J. Path & Bact. 47:457 [Nov.] 1938). Wolbach 
found these lesions in the lung, spleen and lymph nodes of 4 patients who had died 
from other diseases. They were found accidentally. Dr. Wolbach told me that the 
sections in the present case did not suggest lymphoma but suggested rather a non- 
bacterial granuloma. Although he could not compare it with another type of lesion, 
he thought that the lesion belonged in the same group with sarcoid and the nodules 
found in rheumatoid arthritis. 

Dr. F. P. McCartruy, Boston: Does this patient have an enlarged spleen? 

Dr. J. G. Downtnc, Boston: Have any cases been reported of lesions appear- 
ing on the skin? 

Dr. W. F. Lever, Boston: None have ever been reported. 

Dr. A H. Swartz, Boston: I read Dr. Wolbach’s article just cited by Dr. 
Lever, and, to judge from the description, the lesions were miliary, whereas those 
in this case are large-sized tumors. One would immediately think of a possible 
lymphoma or a mycosis fungoides prior to breaking down. One tumor has a 
yellowish color, as Dr. Crawford remarked, and this suggests xanthoma. I pre- 
dict that this patient will show a lymphoma, in spite of the fact that the present 
pathologic picture is not characteristic of that entity 
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A Case for Diagnosis (Lymphoma; Furunculosis?). Presented by Dr. G. 

MARSHALL CRAWFORD, Brookline, Mass. 

H. M., a white Canadian farmer aged 58, presents a generalized eruption of 
three and a half years’ duration. At the onset, after exposure to “Crystal Dip” 
(phenol base), an edematous, papular, erythematous burning and pruritic eruption 
developed over the exposed portion of the patient’s face, neck and arms. At that 
time, his local physician administered ten semiweekly treatments of poison ivy 
extract, after which the eruption became generalized. Approximately eighteen 
months ago, large, painless and transient subcutaneous masses began to develop, 
some of which recently have suppurated and drained. The patient complains 
hiefly of the pruritus and an unusual feeling of warmth. 

Examination reveals a generalized thickening of the skin of the forearms and 
legs. Subcutaneous masses, 4 cm. in diameter, are present on the medial portion 
of the right thigh, in the right inguinal region and on the chest and forearms. 
Furunculosis involves the occiput. The patient also presents hyperthyroidism and 
coronary heart disease with moderate decompensation. 

A leukocytosis with a count of about 14,000, and an eosinophilia, with a content 
of 14 to 28 per cent, persisted. Occasional casts and traces of albumin were 
present in the urine. The glucose tolerance test showed a level of 161 mg. per 
hundred cubic centimeters after two hours. The prothrombin time was twenty- 
seven seconds. Cultures from lesions on the right groin and back yielded Staphylo- 
coccus aureus and beta hemolytic streptococci. Thus far, treatment has com- 
prised bland soothing applications. 

DISCUSSION 

Dr. W. P. BoarpMAN, Boston: Was the spleen enlarged? I found a few 
enlarged lymph nodes. 

Dr. J. H. Swartz, Boston: Dr. Luikhart, you examined the patient carefully. 
Did he have an enlarged spleen? 

Dr. R. LurkHartT: He has no enlargement of the spleen or liver. 

Dr. W. P. BoarpMaAn, Boston: I could not help thinking of a lymphocytic 
leukemia. There is not much on which to base my opinion except the lympho- 
cytosis. 

Dr. J. H. Swartz, Boston: I remember seeing the slide. I thought it showed 
in one area a picture suggestive of lymphoma. 

Dr. W. F. Lever, Boston: After the first biopsy, a slide from which was 
presented, a second one was made of the skin and lymph nodes. The lymph nodes 
were normal, but the section of skin showed unusual changes in the subcutaneous 
fat, mainly in and around the blood vessels. Dr. Benjamin Castleman thought 
that the changes were consistent with periarteritis nodosa. He mentioned, how- 
ever, that these lesions of periarteritis nodosa were not specific and that similar 
changes could occur in other diseases. 

Dr. J. G. Downtnc, Boston: I never thought of periarteritis nodosa in 
relation to this case. 

Dr. G. E. Morris, Boston: Was there ever any oozing from the man’s 
lesions? I thought that it was a classic picture of chronic exudative discoid 
and lichenoid dermatitis described by Sulzberger and Garbe in 1937. 

Dr. J. H. Swartz, Boston: None of the lesions have been vesicular, and the 
genitals have not been involved. 


Lupus Erythematosus. Presented by Dr. Rosert H. GoLprars, Boston. 
G. Z., a Russian Jewess aged 50, presents lesions on the face of five years’ 


duration. 
Examination reveals erythematous patches with atrophy and follicular plugging 


about the eyes, nose and premalar areas. 
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The Hinton, Wassermann and Kahn reactions of the blood were negative. 
Roentgenologic examination of the bones of the cheeks showed nothing abnormal. 
Treatment has comprised injection of gold sodium thiosulfate intravenously 11 


10 mg. doses, which was discontinued because of nausea, and of bismuth sub- 


salycilate intramuscularly, without improvement 


DISCUSSION 


Dr. J. H. Brartspett, Boston: Has any one had any experience in giving 
strong solution of iodine U. S. P.? Dr. Benson Cannon, of New York, reported 
a small number of cases before the American Dermatological Association in 
which there was a definite improvement irom giving a small amount of strong 
solution of iodine. 

Dr. J. H. Swartz, Boston: This happens to be 1 case in which I gave 
potassium iodide instead of strong solution of iodine. I saw the patient before 
she went to the Boston Dispensary, and at that time there was pronounced 
lymphedema. I did not see her again until today. I do not know that she took 
the potassium iodide. 

Dr. R. H. Gorprare, Boston: We tried to get some information as to the 
past treatment, but she refused to talk except to say that she had been to several 
good dermatologists. 


Dr. C. S. Sawyer, Boston: I have not tried strong solution of iodine but 
have given potassium iodide to several patients with lupus erythematosus, with- 
out noticeable benefit. 

Dr. J. H. BLatspELt, Boston: Dr. Cannon reported that potassium iodide was 
not particularly effective but that the more effective strong solution of iodine 
contains 5 per cent elemental iodine and 10 per cent potassium iodide in aqueous 
solution. It was given in doses of 3 to 5 minims (0.18 to 0.31 cc.) three to five 
times daily. 


Dr. J. G. Downrnc, Boston: Has anybody made a diagnosis of the mass on 
the left zygoma? 

Dr. J. H. Swartz, Boston: Roentgenologic 
was normal. I had a surgeon see her, and he felt that the swelling was due to : 
lymphatic obstruction. 


studies showed that the left zvygoma 


Psoriasis. Presented by Dr. Bernarp Appet, Lynn, Mass. 


R. D., a Rumanian woman aged 45, presents lesions of the mucocutaneous 
junction of the lips, of four years’ duration. In August 1940, typical psoriasis 
of the elbows was seen, together with scaling of the vermilion border of the lips. 
At that time patch tests with lipstick, nail polish and tooth powder which she 
used elicited negative reactions. Treatment comprised nicotinamide given orally 
and a coal tar ointment administered locally, with improvement. Three months 
later there was an exacerbation of lesions of the lips and the elbows. Ultraviolet 
radiation was administered, with benefit. In March 1944, there was an acute 
dissemination of the psoriasis and a recurrence of the patchy scaling lesions of 
the lips. Despite treatment the lesions of the lips and the psoriasis of the knees 
have persisted. 

Examination reveals a thin reddish purple line of fine white scales at the 
junction of the mucous membrane and skin of the lips. There are thin, silvery 
scaling, dry infiltrated plaques on the elbows and knees, together with a few 
scattered papules on the thighs and insteps. Punctate bleeding points can be 
demonstrated in the lesions. 

The Hinton reaction of the blood was negative. 


DISCUSSION 
Dr. G. M. Crawrorp, Brookline, Mass. : 
that psoriasis occurs on the mucous membrane. 


So far, I have never been convinced 
There is always a first time, 
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and this may be it. In this case, because of the primary lesion, the scaling of 
the lips and the psoriasis on the elbow, I iavor a diagnosis of cheilitis exfoliativa 
to account for the lesions on the lip, in the absence of any other cutaneous lesion. 
I think a biopsy’ should be performed. 

Dr. J. H. Swartz, Boston: I am inclined to feel that Dr. Appel was correct 
in his diagnosis. There is a sharp border of erythema and scaling. By covering 
the lip and looking at the periphery, one would say that it is psoriasis. The 
patient had lesions on the buccal mucous membrane, which I should like to include 
in the diagnosis of psoriasis. It is the first case in my experience which I should 
call psoriasis of the lip and buccal mucosa. 

Dr. F. P. McCartuy, Boston: I might say that I have been looking for 
psoriasis in the oral cavity and mucous membranes for twenty years, and this 
case is the most suggestive to date. 

Dr. B. Apper, Lynn, Mass.: I am flattered to have an agreement with my 
diagnosis. If my memory serves me correctly, when I showed this patient before 
this society two years ago Dr. McCarthy’s comments were almost identical with 
those of today except that today he reluctantly added that the diagnosis of psoriasis 
might be correct. When I first saw this patient, a diagnosis of psoriasis of the 
lips was made with hesitation. At that time she had lesions only on the lips. 
My colleagues did not believe that it could be psoriasis; yet I, for that very reason, 
maintained it was psoriasis. Much to my surprise, psoriatic lesions developed 
elsewhere, and I now am glad to see that my original diagnosis has been confirmed. 
It is my first case of psoriasis of the lips. I shall probably not be able to perform 
a biopsy. 


A Case for Diagnosis (Lichen Planus?). Presented by Dr. JosepH GoopMAN, 

Boston. 

R. W., a white boy aged 7, presents vesiculation and bullous lesions on the 
arms, legs and V of the neck of five weeks’ duration. The onset was marked by 
the sudden appearance of pruritic vesicles on the arms, legs and chest. These 
lesions have persisted in the originally involved areas, without extension. 

Examination reveals sharply outlined bluish red and erythematous scaling 
papules, both discrete and grouped over the aforementioned areas. On the arms 
there are several flaccid bullous lesions within the red scaling areas, and some 
of these bullae are hemorrhagic. 

The hemoglobin content was 76 per cent (Sahli), the erythrocyte count 4,150,000 
and the leukocyte count 6,900. Examination of the urine revealed nothing 
abnormal. 

Treatment has comprised topical applications of paste of zinc oxide and calamine 
lotion, without apparent improvement. 

DISCUSSION 

Dr. J. H. BLaispett, Boston: IJ do not believe that this is lichen planus bullosus. 
The child gives a history of acute dermatitis starting on the legs and arms, which 
followed an application of two ointments. I should say that it is a contact 
dermatitis. 

Dr. J. H. Swartz, Boston: I agree with Dr. Blaisdell. This is a contact 
dermatitis. There were lichenoid lesions in some areas, but they were not of 
the pattern which one customarily sees in lichen planus. For a child, the diagnosis 
of lichen planus should be made with reservation. I suggest that a biopsy be 
performed. 

Dr. J. GoopMAN, Boston: When I first saw this patient and again at the time 
of the second visit, there were five or six good-sized bullous lesions, which have 
disappeared. I felt that this was probably not a contact dermatitis because of the 
sharp outline of the lesions and the infiltration of certain lesions and also because 
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at the time of his second visit there had been a lack of improvement with simple 
treatment. I have not been able to offer a proper diagnosis. 


Presented by Dr. JosEPH MULLER, 


Acrodermatitis Atrophicans Chronica. 

Worcester, Mass. 

M. S., a white woman aged 67, presents lesions on the arms and legs of ten 
ears’ duration. 

At the onset she noticed that the legs were bluishly discolored, and on the legs 
there were open ulcers, especially during the summer months. Last winter the 
skin of the left elbow and forearm became red and swollen, and for the past 
month a similar change has been noted on the right forearm. She complained of 
itching of the lower extremities. The thighs and legs presented a thin tissue- 
paper-like, dry furfuraceous desquamation and a loss of subcutaneous tissue. 

The skin of the radial side of the right forearm is red, and an elongated tumor 
is palpable in the center of this area. There is a similar but less extensive 
nvolvement of the right elbow. The skin elsewhere appears to be normal. 

Ihe Hinton reaction of the blood was negative 


Dr. W. F. Lever, Boston: I was impressed with the induration of the lesions 
cated on the dorsa of the teet and distal to the elbows. They had the character 
t scleroderma. 

Dr. J. Mutter, Worcester, Mass.: The discussion of scleroderma and acro- 
lermatitis atrophicans is an old one. That started in the eighties, before you and 
I were existent, but I do not think that there is anything characteristic of sclero- 
lerma in the coloration of the skin in this case. It is interesing to look carefully 
at the tumor-like structure and note that the skin can be moved over the mass. 
The tumor is entirely in the subcutaneous tissue. I should like to get a biopsy 
f this tumor, but permission cannot be obtained. 

Dr. G. E. Morris, Boston: I agree with the diagnosis of acrodermatitis. Since 
it is more common in women, I should try some treatment with male sex hormones 
tor this patient. 


Tinea Capitis in an Adult. Presented by Dr. JosepH M. GoopMan, Boston. 


J. T., a white American housewife aged 38, presents an infection of the scalp 
of seven weeks’ duration. At the onset there was an itching bald area on the 
crown of the scalp. Her children showed no involvement of the scalp, but their 
arms, legs and faces had transient, red scaling lesions. 

Examination reveals a scaling area 4 cm. in diameter on the crown where the 
hairs are scattered and broken off. Anterior to this lesion the scalp presents a 
slight scaling without appreciable loss of hair. On illumination of the involved 
portion with a Wood filter there is fluorescence of the hairs. 

The Hinton reaction of the blood was negative. Microscopic examination of 
the hairs from the affected portion of the scalp showed many spores surrounding 
the hairs and myceliums within the hairs. Cultures from the lesion yielded Micro- 
sporon lanosum. 

The area has been treated with sulfur and salicylic acid ointment, without 
favorable change. 

DISCUSSION 

Dr. E. M. Rocxwoop, Boston: That is the first case of tinea capitis of the 
Microsporon lanosum type I have seen in an adult. 

Dr. J. H. Swartz, Boston: I was hoping against hope to prove the diagnosis 
wrong, because the lesion appeared to be an alopecia areata which had been over- 
treated, thus producing scaling and loss of hair. There was an absence of inflam- 
matory reaction in that area. I epilated hairs and found that they were broken 
and surrounded by a white sheath. Under the microscope the hairs were filled 
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with spores. On culture mounts there were present these beautiful, large spindle- 
shaped fuseaux. The mother stated that her child had lesions on the glabrous 
skin. There are a dog and a cat in the house, but the mother did not know 
whether they had lesions. I think that it is an interesting and rare case. 

Dr. G. SCHWARTZ, Boston: Three or four years ago there was a nurse in charge 
of a pediatric ward in one of the Boston hospitals, and she had a tinea capitis 
which was proved by culture. 

Dr. G. E. Morris, Boston: Since the use of endocrine products in the treatment 
of mycotic infections has been reported, it might be a good idea to have an endo- 
crinologist see her. This woman might have a prepuberty type of endocrine swing 

Dr. J. GoopMan, Boston: I have not had an opportunity to examine this 
woman's four children. I did see one child, but I did not take a culture of scrapings 
The lesions appeared suspicious. To listen to the patient, one would think that in 
her town there is a raging epidemic of fungous infection. I was surprised when 
I examined this patient's scalp with the Wood filter. Not only were thers 
fluorescent hairs in the area of involvement, but also there were many small normal- 
appearing areas in which there were fluorescent hairs. I too, on first sight, felt 
that this was alopecia areata which was overtreated and was therefore scaling 
The evidence is complete that this is a Microsporon canis infection. 


Stomatitis. Presented by Dr. Francis P. McCartuy, Boston. 


R. B., a white man aged 46, presents lesions of the mouth, of six months’ 
duration. In April 1944, sulfonamide drugs were administered for pneumonia, and 
at this time painful exudative lesions developed beneath his upper denture. These 
lesions gradually spread to involve the buccal mucosa of the entire mouth. His 
local physician administered further sulfonamide drugs, various mouth washes 
including sodium perborate and arsphenamine, together with topical applications of 
gentian violet medicinal. At the present time there is little soreness of the moutl 
but there is increased exudate in the morning. 

Examination reveals edematous exudative erosions 2 mm. in diameter with 
fairly symmetric distribution involving the hard and soft palate, gums and buccal 
mucosa. The mucosa appears exuberant, especially in the molar regions. 

Bacteriologic studies yield aerobic, anaerobic and mycotic organisms, but no 
virus could be demonstrated. Roentgenologic studies of the chest gave normal results 
A biopsy showed a nonspecific inflammatory reaction. Serologic tests for syphilis 
were negative. 

Irrigations with isotonic solution of sodium chloride each morning reduce the 
oral exudate for a twelve hour period. Six capsules of Polytaxin (each containing 
10,000 U. S. P. units of vitamin A, 0.45 mg. of thiamine hydrochloride, 50 micro- 
grams of riboflavin, 25 mg. of ascorbic acid and 1,000 U. S. P. units of crystalline 
vitamin D, from ergosterol) have been taken daily, which probably accounts for 
some of the improvement, although the process is now stationary. 


DISCUSSION 


Dr. J. G. Down1nc, Boston: The patient has decided hypertrophy of the glands 
and gives a history of having, on awakening, a sticky discharge from the labial 
mucous membrane. I believe that this is a case of hypertrophy of the mucous 
glands of the mouth plus an additional stomatitis. The stomatitis may be due to 
secondary infection. 

Dr. F. P. McCartuy, Boston: This is 1 of 2 identical cases. The man 
presented today has an edentulous mouth, while the other patient, a woman aged 
26, has a fair set of teeth. The stomatitis of the woman followed an attack of 
meningitis and pneumonia which occurred a year prior to the eruption in her mouth. 
The oral lesions in both cases were symmetric and started from a localized area: 
In the case of the woman, on the right upper gingiva; in the case of the man, on 
the palate. In both cases at the onset the process was vegetative in character 
and suggested a lupus reaction. There were edema, exudate, a fetid odor to the 
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breath and only slight subjective symptoms to go with the oral lesion. The general 
health has remained good. The man had two months of fever in the early stages 
1 his oral eruption. The woman was given penicillin for five days. She also 
had sulfathiazole for a short period, without improvement. They both had gentian 
violet medicinal administered locally. Serologic reactions for syphilis were nega- 
tive. They received vitamins and numerous local applications, including arsphen- 
amine. Biopsy specimens from both patients showed intact stratified squamous 
epithelial surfaces. The cells showed edema with many vacuoles. There was a 
cellular infiltration of the upper part of the cutis, the cells being pleomorphic in 


character, with numerous eosinophils. Attempts to isolate a virus from the 
sputum were unsuccessful. The 2 cases are rather extraordinary in that each 
patient received sulfonamide compounds for pneumonia. The sulfonamide drug 


may have precipitated the stomatitis, while oral micro-organisms became secondary 
invaders. I do not believe that a definite diagnosis can be made in these cases. 
They suggest a chronic stomatitis with secondary infection in persons who 
previously had debilitating diseases for which sulfonamide compounds were used. 

Dr. J. G. DownrNnc, Boston: Would you consider in either of these 2 cases 
the possibility of the patient’s having had originally an infectious mononucleosis ? 

Dr. F. P. McCartuy, Boston: Normal blood counts were obtained early in 
both cases. In the case of the man presented today with the afternoon fever, 
] thought of undulant fever or tuberculosis. The roentgenograms of the chest were 
normal, and the lymphocyte count was not elevated. There was no enlargement 
of the spleen. I ruled out cheilitis glandularis aspostematosa because that disease 
is confined to the lips and represents a congenital hyperplasia of the mucous glands 
in the lips. 


Lichen Planus Hypertrophicus. Presented by Dr. BerNArD AppeL, Lynn, Mass. 

A. P., a Negro man aged 40, presents lesions on the lateral and anterior aspects 
of the legs of eight years’ duration. The onset was marked by lesions appearing 
in the scars resulting from burns. Following topical medication, “blisters” appeared 
in ringlike formation. Pruritus was intense. Six months later a dark pigment 
marked the sites of the old vesiculations, and these areas became raised and 
extended peripherally. 

Examination reveals a darkly discolored hyperkeratotic lesion, 3 cm. in 
diameter, with a surface of sandpaper texture on the lateral portion of the left 
leg. Radiating from this area there are numerous polyangular papules of similar 
character which vary in size from 2 mm. to 2 cm. in their greatest diameter. On 
the lateral surface of the right leg there is a similar confluence of polyangular 
lesions forming an area approximately 7.5 by 10 cm. Many of these papules are 
covered with a fine pale scale, while others show atrophic scarring. He also 
presents an enormous soft doughy tumor of the anterior left portion of the neck, 
which is approximately 10 cm. in diameter and comprises a spongy mass of blood 
vessels covered by relatively normal skin. 

Biopsy was as subsequently reported consistent with hypertrophic lichen planus. 


DISCUSSION 


Dr. B. Appet, Lynn, Mass.: I am sure that no one can assume that the men 
who carefully studied the nomenclature for the “Standard Nomenclature of Disease” 
could have forgotten “lichen planus hypertrophicus.” I looked it up and found 
“lichen sclerosus et atrophicus” and “lichen planus,” but no other form of lichen 
planus is mentioned. J found nowhere a mention of the hypertrophic form of 
lichen planus, which, to my way of thinking, is a disease entity which merits 
inclusion in the “Standard Nomenclature of Disease.” I presented this case because 
it happens to be the first case of hypertrophic lichen planus in a Negro that I have 
seen. At the Boston City Hospital a goodly number of Negro patients are seen. 
Imagine my surprise when I find another patient here today, a Negro woman, with 
lichen planus hypertrophicus. The incidence in Negroes probably is not so rare, 
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or this may be an extraordinarily rare coincidence. Apropos of the tumor on the 
left side of the neck, the patient stated that it came on after an injury ten years 
ago. It is my impression that he has a congenital hemangioma in that locatior 
which was latent and was stirred up by the injury. Typical of his race, he ts 
solicitous and fearful that some doctor would want to cut it out. I promised hin 
that no one here today would do that to him. 

Dr. A. HoLLanper, Springfield, Mass.: I propose the name “lichen planus 
verrucosus” instead of “hypertrophicus” because it is the most commonly used 
term in the international classification and it also describes best the clinical pictur: 
of the lesion. 

Dr. B. Appet, Lynn, Mass.: I should like to state that Dr. Hollander’s remarks 
do not apply to the authoritative work to which I refer, which is the “Standard 
Nomenclature of Disease and Standard Nomenclature of Operations,” published 
by the American Medical Association, which we, as dermatologists in this country, 
should feel compelled to follow. Dr. Hollander refers to the generally accepted 
term, lichen verrucosus. 

Dr. J. H. Brarspett, Boston: I was going to comment on the term “lichen 
planus verrucosus” and whether its use clouds or clarifies the issue. This rare 
type of lesion is acuminate or conical, with central horny projection, which wher 
coalescent forms rough, horny brownish patches, an irregular surface which has 
nothing to do with the name. The lesion in this case is hypertrophic. To exclude 
the term “lichen planus hypertrophicus” is not to clarify or improve the nomen- 
clature. 


CHICAGO DERMATOLOGICAL SOCIETY 
Lester M. Wieper, M.D., President 
Marcus R. Caro, Secretar) 

Oct. 18, 1944 


Dermatomyositis. Presented by Dr. Davin V. Omens and (by invitation) 
Dr. Harotp D. OMENS and Dr. M. S. KaceN. 

H. M., a Negro schoolgirl aged 17, was admitted to the Cook County Hos- 
pital on July 15, 1944, presenting scleroderma of the face, with contractures ot 
muscles of the extremities and weakness of the neck and shoulder girdle, with 
limited movement of the involved areas and pain in the lumbar area and muscles 
of the neck. The symptoms appeared six months previously, following what was 
thought to be a simple sore throat of a few days’ duration. 

The skin of the face is bound down, making her appear expressionless. The 
rest of the skin is normal except for a depigmentation of the neck. The muscular 
involvement includes the neck, chest and the extremities, of which the proximal 
areas seem to be more affected than the distal. There are contractures about 
the joints of the shoulders, elbows, wrists, ankles and fingers. The left wrist is 
fixed; the fingers are in a state of flexion and seem to be fixed in that position, 
and the arms cannot be raised except for a short distance. 

The patient has received sulfonamide therapy, without any appreciable 
improvement, and also various vitamins. Because of the inability to obtain 
penicillin, she was given neostigmine, with perhaps some improvement. 

Examination of the blood revealed 3,950,000 erythrocytes and 9,900 leukocytes. 
The Kahn reaction was negative. The urine was normal. The electrocardio- 
gram showed myocardial damage. The roentgenographic examination of the 
heart showed the cardiothoracic ratio increased. 

The histologic examination of a section removed from the skin showed edema 
throughout the cutis with some compression of the epidermis. The blood vessels 
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were somewhat edematous, dilated and engorged. The cuticular appendages were 
not involved. The section removed trom a muscle showed a vacuolar degenera- 
tion of the muscle bundles. There was an invasion of the bundles by an infiltrate 
of lymphocytes, with a perivascular infiltrate of lymphocytes, plasma cells, histio- 
cytes and fibrocytes in some areas. 


Dermatomyositis. Presented by Dr. Davin V. Omens and (by invit: 
Dr. Harotp D. OmeENs. 
H. K., a schoolboy aged 13, was admitted to the Children’s Hospital (Cook 
County Hospital) on July 2, 1943, because of an eruption accompanied with 
extreme weakness. 


On examination there was a puffiness of the face, neck, body and extremities, 
on which was superimposed a patchy erythema. This swelling started on the 
face on April 7 and spread to the other areas in this order: face, neck, arms, 
abdomen and, lastly, legs. It was accompanied with weakness which involved 
the muscles of the neck and the proximal muscles of the extremities. The 
symptoms continued until the middle of June and gradually subsided. On about 
July 1, the weakness reappeared and became progressive to the point that the 
boy was unable to raise his head from the pillow. 


On examination of the heart there is a’ blowing systolic murmur over the 
apex and pulmonic areas. The roentgenographic examination showed enlarge- 
ment of the heart. 

Examination of the blood revealed 3,840,000 erythrocytes and 13,800 leuko- 
cytes. The Kahn reaction was negative. The urinary creatinine was 590 mg 
per hundred cubic centimeters for twenty-four hours. The blood was sterile on 
culture. 

This boy had received sulfonamide therapy without any appreciable results 
He was then given penicillin, receiving a total of 1,200,000 units; 200,000 units 
the first day by the intravenous method and thereafter 5,000 units every fou 
hours by intramuscular injections. Today the boy is able to get about with the 
aid of some support. The exanthem has faded somewhat, but the edema is 
still present. 

Histologic examination of a section removed from the skin revealed relative 
hyperkeratosis of the stratum corneum and acanthosis of the prickle cell layer, 
which for the most part was intracellular but was also intercellular. The 
papillae and the subpapillary layer of the cutis were edematous, with dilatation 
of the blood vessels. The edema seemed to involve the entire cutis with 
engorgement of the deep blood vessels plus a cellular infiltration of the blood 
vessels, sweat glands and hair follicles. 


The section from the muscle revealed parenchymatous changes in the muscle 
bundles, with vacuolar and hyaline changes. There was a diminution in the 
cross striations, with invasion of the muscles by an infiltrate composed ot 
lymphocytes, plasma cells, histiocytes and fibrocytes which was greater about the 
blood vessels, with an engorgement of the vessels. 


OF DERMATOMYOSITIS 


DISCUSSION OF THE CASES 


Dr. JoHN F. Mappen, St. Paul: I have a patient with early dermato- 
myositis in my service in the Ancker Hospital. The patient had extreme 
laryngeal and pharyngeal edema and dermatomyositis of the extremities. The 
eyelids and the V of the neck were heliotrope colored and edematous. His was 
the first case of early dermatomyositis I have seen treated with penicillin. He 
was given 100,000 units daily. An improvement in his voice and physical status 
was seen at the end of the third day. There was a decrease in the laryngeal 
edema. At the end of a week and a half the cutaneous changes were almost 
gone. At the end of three weeks there was no edema and the changes in the 
eyelids had entirely disappeared. 
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The penicillin was given intramuscularly, subcutaneously and intravenously. 
It was noted that the symptoms would become aggravated whenever the drug 
was administered intramuscularly, while if it was given subcutaneously or, 
particularly, intravenously more improvement was observed. He has now had 
penicillin for a period of six weeks, and he is ambulant. 

Dr. S. RorHMAN (by invitation): I should like to raise the question as to 
whether dermatomyositis can be regarded as a disease entity, particularly in its 
differentiation from diffuse scleroderma and from acute lupus erythematosus. 
It. seems to me that in both these systemic diseases it is a matter of chance 
whether or not the striated muscles become involved and show the histologic 
picture of myositis. The muscular pain in addition to articular pain is a rather 
common clinical symptom in acute lupus erythematosus. Involvement of the 
muscles in the diffuse sclerodermatic process is even more common. I feel that 
the girl shown today has ali the characteristic features of diffuse scleroderma 
and her case should be diagnosed as such. 

Dr. Davin V. Omens: One case presented a histologic picture of scleredema 
and the other a picture of scleroderma. The Negro girl showed scleroderma, 
while the boy showed scleredema. Whether there is a definite clinical entity of 
dermatomyositis I do not know. I do not believe that there have been enough 
cases studied or recorded to justify one in classifying it as a definite clinical 
entity. The conditions being as we see them, we must take it for granted that 
it is dermatomyositis. If not, what is it? 


Urticaria Pigmentosa. Presented by Dr. Davip V. Omens and (by invitation) 

Dr. Harotp D. OMENs. 

S. B., a Jewish housewife aged 47, for the past eighteen years has had a 
dense, profuse maculation of the skin of the body and extremities. These 
macules are variable in size, from that of a pea to that of a bean, and reddish brown. 
They are devoid of subjective sensations, but on slight irritation they assume 
urticarial characteristics for a short period, after which they again become as 
they were originally. The maculation appeared after a surgical operation, 
while the patient was still in the hospital. At various times a diagnosis of 
secondary syphilis has been made. 2 

The urine and blood were normal. The blood chemistry showed sugar 90 
mg., urea nitrogen 15 mg., nonprotein nitrogen 31 mg., uric acid 2.3 mg., 
cholesterol 220 mg. and creatinine 1.9 mg. per hundred cubic centimeters. 

The histologic examination showed some atrophy of the epidermis with 
intercellular and intracellular edema of the prickle cells, increased pigment in 
the basal layer and effacement of the papillae. There was edema throughout the 
cutis, with spacing between the collagen fibers. The blood and lymph vessels 
were dilated with mild perivascular cellular infiltration composed of mast cells. 


DISCUSSION 


There was no discussion of this case. 


Lichen Planus. Presented by Dr. Davin V. Omens and (by invitation) 
Dr. Harotp D. OMENS. 

E. H., a Jewish housewife aged 53, presents a generalized eruption of six 
weeks’ duration which is devoid of subjective sensation. The eruption involves 
the face, body and extremities, being most severe on the face as a diffuse 
eruption of small nodules, varying in size from that of a pinhead to that of a pea, 
of a shiny violaceous color, with scaling of the surface. While the eruption is 
diffuse on the face, it is discrete on the other areas. 

The patient is shown today because she is from out of town and came in 
today unexpectedly for treatment. 
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The epidermis was only secondarily involved from the pressure beneath 
showing a thinning of the epidermis with almost complete etfacement of the 
rete pegs; the coriym presented superficial circumscribed nodules composed ot 
epithelioid cells and almost complete absence of lymphocytes. The nodules seemed 
to be separated from each other by connective tissue septums, and there was an 
occasional ill defined giant cell. The infiltrate seemed to be in association with 


the blood vessels. 


DISCUSSION 


Dr. CLARK W. FINNERUD: I understand that there were no_histologi 
sections presented today. Because of several features, the distribution of the 
lesions, involving particularly the extensor surfaces of the face, with no lesions 
in the mouth, and the absence of itching, | think it will prove to be something 
other than lichen planus, possibly lymphoblastoma, in spite of the lichen-planus- 
like appearance of the individual papules. The sections should be presented at 
the next meeting whether the patient is presented or not. It is a very unusual 


case. 

Dr. MAvuRICE OPPENHEIM (by invitation): I agree with Dr. Finnerud that 
the clinical symptoms are not those of lichen planus. The color, the round 
shape, the absence of glossiness of the suriace, the absence of itching and the 
lack of a central depression do not fit in with the diagnosis of lichen planus. 
I should like to exclude also the diagnosis of lupus erythematosus disseminatus, 
which shows scales, enlargement of the openings of the sebaceous glands and 
scar formation. It looks to me more like a case of disseminated papular sarcoid. 


Dr. M. R. Caro: A number of years ago I presented a patient with lesions 
that I thought were lichen planus with an extensive distribution on the extremities 
as well as on the face. There was a good deal of discussion as to whether the 
histologic picture was lichen planus or lupus erythematosus. At that time Dr. 
Finnerud said that when on examination one cannot differentiate between lichen 
planus and lupus erythematosus the disease generally terminates eventually 
as lupus erythematosus. That of my patient did. I believe that in the case 
presented today one is dealing with atypical lupus erythematosus rather than 
lichen planus. 


Dr. S. J. ZaKkon: The patient told me that the first time the eruption 
appeared she was receiving treatment for arthritis, probably with a gold prepara- 
tion. There is a possibility of its being a gold dermatitis. 


Dr. Davin V. Omens: I have had the patient under observation for about 
one month. At the time she first presented herself the papules were about the 
same as they are now, but they were more violaceous and there were no scales: 
hence we diagnosed the eruption as lichen planus. She has improved with colloid 
mercury therapy, this being the third treatment. She has had a gold preparation 
for arthritis and mercuric salicylarsonate for the eruption, given by her family 
physician. 


Pityriasis Lichenoides et Varioliformis Acuta (Habermann). Presented 
by Dr. Herpert RATTNER and (by invitation) Dr. H. H. Roprn. 


Mrs. K. K., a white woman aged 24, of Irish-American descent, complains of 
a moderately pruritic generalized eruption of five weeks’ duration. She states 
that the eruption began suddenly on the back and has spread to involve all areas 
except the face. There are no constitutional symptoms. Her past history reveals 
nothing significant except for a mastoidectomy in 1933. 

On examination there is a generalized eruption consisting of discrete vesicles, 
crusted lesions, superficial ulcers and lichenoid papules. The trunk is involved 
principally. 


DISCUSSION 


Dr. Maurice OppeENHEIM (by invitation): There is a superficial form of 
pityriasis lichenoides varicelliformis and a deeper form, which Mucha called 
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“varioliformis.” He was the first to present such a case. Then I presented a 
second case, of more superficial type. Habermann published a survey about his 
own and other cases. The cause is not known. The cases are always confusing 
grossly, and the diagnosis of pustular syphilis is always. made. The histologic 
examination shows chronic pityriasis lichenoides with a central superficial 
necrosis like that in true pityriasis varioliformis. 

Dr. Epwarp A. Oriver: I agree with the diagnosis. I do not know whether 
dermatologists are learning to recognize the disease or whether it is commoner now, 
but I have seen 3 cases in the last year. I saw 1 case several weeks ago through 
the kindness of Dr. Omens. 


Atrophoderma Vermiculatum (?). Presented by Dr. Epwarp A. OLIver 
and (by invitation) Dr. M. BLueEFars. 

C. P., a Negro woman aged 24, states that she first noticed “blackheads” on 
her face at the age of 16. They appeared first on the chin and then on the 
cheeks, chest, flexure folds and thighs. The lesions commenced with “blackheads” 
which on extrusion left “holes” in the skin. At present there are no signs of 
inflammation. There is a permanent scarring with a few comedos still present. 
In the pitted atrophic areas there is very little reticulation. 

The physical examination discloses no abnormalities except dental caries. 
The blood pressure is 140 systolic and 90 diastolic. 

The hemogram showed: hemoglobin content 11.5 Gm.; erythrocytes, 4,560,000, 
and leukocytes, 5,000, with 70 per cent polymorphonuclear neutrophils, 24 per 
cent lymphocytes, 1 per cent eosinophils and 5 per cent monocytes. The Wasser- 
mann reaction was negative. The urine gave a 1 plus reaction for albumin. 

DISCUSSION 

Dr. L. H. Winer, Minneapolis, Minn.: Through the kindness of Dr. Michel- 
son, I reported the case of a patient in whom this eruption was essentially an 
atrophy under the title of “Atrophoderma Reticulatum” (ArcH. DERMAT. & SYPH. 
34:980-988 [Dec.] 1936). The comedos were not in the foreground. In the 
histologic sections the parafollicular connective tissue had undergone atrophy 
and the elastic tissue in these regions had disappeared. The follicles, sebaceous 
glands and hair follicles had become obliterated. We called it atrophoderma 
reticulatum because it was reticulated-appearing atrophy. - 

In the patient today the history is more or less that of acne. In the fore- 
ground are the comedos. Histologically, I could not see the atrophic changes. 
I think that it is possibly a scarring with acne indurata. 

Dr. Lours A. BrunstinG, Rochester, Minn.: The reticulated scarring of the 
cheeks appears to be the end result of acne vulgaris. There are clusters of 
comedos located elsewhere on the trunk and extremities, indicating that part of 
the same process is still active, a general stimulation of the pilosebaceous mech- 
anism. 

Dr. Epwarp A. OLIveR: We thought that the scarring, especially on the 
chin, was a little extraordinary. It was a necrotic, irregular type of scarring. 
We showed the patient with the diagnosis of atrophoderma vermiculatum to 
promote discussion of eruptions that produce unusual scarring. 


A Case for Diagnosis (Lichen Amyloidosis [?] in Two Sisters). Presented 
by Dr. S. W. BECKER. 

Mrs. T. F., a white housewife aged 31, first noted itching of the legs associ- 
ated with roughness and brownish spots in 1937 when she was four months 
pregnant. The chief complaint has been constant itching. Her health has been 
excellent. Her father died at 46 with heart disease. He is said to have had a 
dry skin but no lesions similar to those of the patients. * One brother, aged 33, and 
one sister, aged 23, have no such trouble. One of the father’s nieces had a red, 
dry skin. 
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Small papules have been present on the arms and forearms for two years. 
On the legs were keratotic rough papules, which seemed to be confluent in some 
areas. On the thighs was a punctate brownish discoloration with the brown 
macules and papules in linear formation in places. Lichenoid flesh-colored papules 
were present on arms and forearms. 

One sister, Mrs. E. H., a housewife aged 29, has had a similar eruption on 
the legs and thighs since about the age of 8. For five years she has had small 
papules on the arms and forearms. The thighs and especially the legs showed 
keratotic rough papules, brownish in color. Small lichenoid flesh-colored papules 
vere seen on the arms and forearms. The eruption is pruritic, especially in hot 
weather. 

The histologic examin&tion of specimens from both patients showed hyper- 
keratosis, elongation of the rete pegs, melanotic hyperpigmentation and widening 
the papillae, in many of which were masses of homogeneous material giving 
faint reaction by stains for amyloid. 


DISCUSSION 


Dr. RuBEN NOMLAND, Iowa City: I think these sisters present an unusual 
picture of localized amyloidosis. It must be unique to occur in a family group. 
rhe lesions on the legs are like those of lichen amyloidosis; those on the arms 
are lichenoid. The papule stains were not too satisfactory. I believe further 
substantiation that this is lichenoid amyloidosis is necessary. I suggest that a 
congo red test be done. That will show positive if it is amyloid and negative if 
it is not. (Nomland, R.: Localized [Lichen] Amyloidosis of the Skin, ARcH. 
DERMAT. & SYPH., 33:85 [Jan.] 1936). 

AppiTionaL Note.—Dr. Becker sent me sections to be stained. When these 
were stained in very dilute gentian violet and mounted in glycerin the amorphous 
material in the papillary layer took up a distinct red color typical of localized 
amyloid of the skin. 

Dr. H. E. MicHetson, Minneapolis: In the diagnosis of amyloidosis of 
the skin one has three methods: first, the clinical, which is not too certain; 
second, the histologic, and, lastly, the congo red test. In the cases presented I saw 
nothing that was positive enough to allow me to accept the diagnosis of amyloid- 
osis. The only other thought I had was that the disease might be follicular 
ichthyosis. They mentioned that the father had something similar. 

Dr. S. W. Becker: When I saw these patients I thought the eruption was 
an exaggerated type of follicular hyperkeratosis. However, the hyperpigmentation 
on the thigh of the first patient is unusual for that disease. I took a biopsy 
specimen from the leg and thigh of both patients. We noticed that the dilated 
papillae contained material which stained red with hemalum, erythrosin and 
saffron stain. With special stains for colloid, amyloid and other chemical sub- 
stances, the only positive result was the rather faint stain by the methyl violet 
and the congo red method. They were, therefore, presented with a tentative 
diagnosis of lichen amyloidosus. The severe degree of the itching is unusual for 
iollicular hyperkeratosis. 


Alopecia Areata in Twins. Presented by Dr. Davin V. Omens and (by invi- 
tation) Dr. Harorp D. OMENS. 
Twin brothers, aged 20, present a patchy loss of hair of the scalp and eyebrows. 


DISCUSSION 

Dr. James H. MitcHett: Some years ago I had the opportunity of seeing 
twin sisters with alopecia areata. The first one examined had an extensive loss 
of hair. Treatment with a quartz lamp had no effect, but the alopecia promptly 
cleared with tricresol. When the sister came in, I tried tricresol, with no effect; 
then I changed to use of a quartz lamp, and she improved. 
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Acanthosis Nigricans (Juvenile Type). Presented by Dr. Davip V. Omens 
and (by invitation) Dr. Harotp D. OMmENs. 

Y. B., a Jewish schoolboy aged 18, is being treated for dermatitis herpetiformis 
and presents additional features involving neck, chest, axillae, umbilicus and groins 
in the form of deep pigmentation with a verrucous-like thickening of the skin 
There are no subjective sensations associated with the pigmentation; in fact, lh: 
was not aware of it until it was called to his attention. This boy weighs 250) 
pounds (113.4 Kg.) and has gained 50 pounds (22.7 Kg.) in the last four years 

All the laboratory tests, including a determination of the basal metabolic rate. 
gave normal results. One older brother weighs as much as the patient but has 
no involvement of the skin. 

The histologic examination of a specimen removed showed relative hyperkera 
tosis, with acanthosis of the prickle cell layer with intracellular edema of the 
prickle cells, increased pigment of the basal and dendritic cells, with few chromato 
phores with pigment in the upper portion of the cutis, and considerable papilloma- 
tosis with edema of the connective tissue, dilatation of the blood vessels and a 
lymphocytic perivascular cellular infiltration in the upper portion of the cutis. 

DISCUSSION 

Dr. THEODORE CorNBLEET: I think that the patient presents evidence of the 
juvenile form of acanthosis nigricans. There are additional changes which suggest 
the possibility of Cushing’s syndrome. Of course, the latter has changes in the 
pituitary, but the adrenal glands, too, may be involved. These adrenal changes 
and perhaps affection of the chromaffin system could be the common denominator 
for acanthosis nigricans and Cushing’s syndrome. They appear to overlap in 
places. It would be fortunate if some one could perform an exploratory operation 
on the abdomen just at the time when the earliest recognizable changes were 
occurring in acanthosis nigricans. As yet their exact site is not known. 

Dr. S. RorHMAN (by invitation): The tendency to formation of striae in the 
juvenile type of acanthosis nigricans has been noted in several cases, and this 
feature, together with the buffalo type obesity and renal glycosuria, makes one 
believe that possibly there is some relation between Cushing’s syndrome and the 
juvenile type of acanthosis nigricans. It would be interesting to know the values 
for blood pressure when the patient is at rest and the vatues following exertion 
in the case presented. 

Dr. HERBERT RATTNER: The juvenile type of acanthosis nigricans is usually 
considered to be benign and unassociated with a malignant tumor elsewhere. An 
article recently published by Helen Curth, however, points out that the juvenile 
type is in fact not infrequently associated with visceral malignant growths. It 
I recall correctly, her conclusion was based on the results of some cases studied by 
her and a review of the literature. 


Lymphoblastoma. Presented by Dr. THEODORE CORNBLEET and (by invitation) 

Dr. D. M. Conen and Dr. H. C. Scuorr. 

R. G., a white man aged 72, has several lesions on the chest and a single 
large one on the extreme upper portion of the back. The lesion on the back has 
been present for five months, and is a smooth tumor mass, the size of a small 
orange, not very well defined, with a purplish hue and movable with the skin. 
The mass is not painful but is somewhat tender. There are infiltrations of a 
patchy character over the upper part of the chest and shoulders. The superficial 
lymph nodes are enlarged and movable. The spleen is not palpable nor is the 
liver, but the latter is slightly tender. 

The Kahn reaction of the blood serum was positive, but the Wassermann 
reaction was negative. Examination of the blood showed 84 per cent hemoglobin 
and 6,350 leukocytes, with 74 per cent polymorphonuclears, 3 per cent eosinophils, 
14 per cent lymphocytes and 9 per cent monocytes. 
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The smears from the bone marrow obtained by sternal puncture were obtained 
by Dr. S. O. Schwartz, the hematologist at the Cook County Hospital, who 
reported that the marrow was essentially normal as far as cells were concerned. 
The megakaryocytes were present and appeared normal. The nucleated erythrocyte 
to leukocyte ratio was approximately 1: 2 The erythroid) maturation was 
normoblastic, and granulocyte maturation was also normal. There was apparently 
some increase in the blast cells, which in view of the clinical observations probably 
belonged to the lymphoid series. No subsequent increase in lymphocytes was seen 
The diagnosis was probably early lymphoblastomatous invasion of the marrow. 

The roentgenographic examination of the chest gave normal results. 

The histologic examination of a specimen taken from the chest showed a 
tlattened epidermis and the upper part of the corium free from pathologic changes. 
Deeper in the corium the sweat glands and some of the blood vessels were sur 
rounded by densely packed mantles of a cellular infiltrate composed largely of 
lymphocytes. About a deeper nerve the infiltrate contained also many larger pale 
cells. Invading the hypoderm there was a circumscribed, large, densely packed 
cellular mass containing many lymphocytes and reticulum cells with a few mitotic 


figures present. 


DISCUSSION 


Dr. RusEN NOMLAND, Iowa City: I thought it was not a lymphoblastoma, but 
was probably a metastatic neoplasm. I believe the cells were not those of lympho- 
blastoma but of a high grade neoplasm which may be epithelial in origin or 
possibly a sarcoma. I think it is a metastatic tumor from a neoplasm located 
elsewhere. 

Dr. Loutre H. Winer, Minneapolis: I was interested in the histologic sections. 
I agree with Dr. Nomland that a high degree of malignancy is indicated by the 
histologic appearance. The cells are all of the same size and shape, and the whole 
histologic picture is a monomorphous cell proliferation, a condition seen in 
terminal lymphoblastoma or reticulum cell sarcoma. 

Dr. Francis W. Lyncu, St. Paul: The question of metastases versus local 
development of such lesions has been discussed in a recent article by Robb Smith, 
a pathologist, in the British Journal of Dermatology. His discussion of all the 
conditions that fall into this group was from the viewpoint of the pathologist rather 
than the dermatologist, but any one who has not yet read the article will probably 
gain from it. 

Dr. M. R. Caro: I thought that histologically it was consistent with the 
diagnosis of reticulum cell sarcoma. In the large mass of infiltrate the cells were 
reticulum cells and there were a number of mitotic figures present. 

Dr. THEODORE CorNBI EET: This mass had a large number of enlarged lymphatic 
glands. I am sorry we did not take one out for sectioning, because it might have 
shown something significant. We thought that the most likely diagnosis was 
lymphosarcoma. This is not contradicted by the histologic changes in the 
cutaneous lesions. 


A Case for Diagnosis (Syphilis?). Presented (by invitation) by Dr. S. 

RotHMAN and Dr. A. L. SHAPIRO. 

R. M., a white man aged 46, noted a painless lesion at the base of the penis 
in January 1944, six to eight weeks after extramarital intercourse. Local treat- 
ment and roentgen ray therapy failed to heal the lesion. About two or three 
weeks later, he consulted a dermatologist, who, after dark field and serologic 
examinations, instituted intravenous and intramuscular antisyphilitic therapy and 
applied mercury ointment locally. 

In June 1944, a pruritic, scaling, erythematous eruption appeared on the arms, 
thighs and chest. Antisyphilitic therapy was stopped, and for the next five weeks 
treatment was directed against the eruption. Then biweekly injections of mer- 
cury (?) into the hip were started, the last one being given on October 9. 
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Shortly after the dermatitis appeared, in June 1944, a hemorrhagic blister was 
noted in the right palm; the blister dried to a crust. The process spread and in 
a couple of weeks broke down, oozing serum. The lesion continued to grow in 
area and in depth and contained pus. Sulfathiazole orally and mercury ointment 
locally, as well as hot compresses of magnesium sulfate solution, did not prevent 
the spread of the lesion. 

Toward the end ‘of August a similar lesion appeared on the left shin which then 
developed as did the one on the right palm. 

The patient was admitted to Albert Merritt Billings Hospital on Oct. 13, 1944. 
He presents on the distal portion of the right palm a tender, round, ulcerating and 
granulating lesion, 30 mm. in diameter, which is oozing a seropurulent material 
and is surrounded by a bluish erythematous halo. The right hand is moderately 
swollen. A similar lesion, 25 by 30 mm. in area, is present on the left shin, 12 cm 
from the patella. A dried, crusted lesion is evident over the patella. 

Results of laboratory studies were as follows: The Wassermann reaction was 
strongly positive 3,3; the Kahn reaction, very strongly positive (4 plus); the 
results of urinalysis, normal; the leukocyte count, 8,700, with 84 per cent poly- 
morphonuclear neutrophils, 1 per cent large lymphocytes, 9 per cent small lympho- 
cytes and 2 per cent basophils; erythrocytes, 4,950,000, and hemoglobin content, 
15.6 Gm. 

The roentgenographic examinations made elsewhere on Oct. 9, 1944 revealed 
generalized decalcification around the interphalangeal joints of the right hand but 
no evidence of osteomyelitis. The roentgenogram of the chest reveals several 
calcified nodes and a small soft caseous lesion in the right subapical region. 

The histologic examination of sections from both lesions showed granulation 
tissue with acute infection but no specific changes. 

The bacteriologic examinations gave the following results: In droplets of pus 
spores could not be seen. In smears from the lesion on the palm stained with 
Giemsa stain plump bacilli in chains were present. On blood agar plates gram- 
negative rods and gram-negative diplococci grew. In the broth cultures gram 
positive and gram-negative rods and a few staphylococci were found. From the 
lesion on the leg staphylococci and large gram-positive rods were cultured 

The patient has ichthyosis vulgaris. 

DISCUSSION 

Dr. MauricE OppENHEIN (by invitation): This very interesting patient came 
to my office in June 1944, sent to me by Dr. Sandoz, of South Bend, Ind. He 
was treated with roentgen rays and came in with a deep ulceration in the peno- 
scrotal region. The patient told me that his serologic reactions were negative. 
I made the diagnosis of an ulcerated gumma and admitted him to a_ hospital. 
There the reactions were positive, though there was no history of syphilis. He 
responded well to treatment. He was at first given iodine and mild mercurial 
ointment U. S. P.; later he was given arsphenamine and bismuth, and at home 
the injections of neoarsphenamine and bismuth were continued. 

He returned to me with a neoarsphenamine dermatitis. I stopped treatment 
and gave him sodium thiosulfate. The gumma was healed completely. After four 
weeks he came back with a lesion on the right palm. I first thought of a secondary 
infection with Staphylococcus because he had often had such infections. I sent 
him back to Dr. Sandoz, who treated him with sulfathiazole. Then he came 
back, and because the lesion on the palm had grown larger I made a biopsy; 
I was suspicious that it might be a malignant tumor. It was not. I found his- 
tologic changes indicating syphilis. I sent him back to Dr. Sandoz and told him 
to try a mild antisyphilitic treatment with iodine and mild mercurial ointment. 
Then the patient disappeared from my care. 

I believe that this is some kind of syphilis ulcerosa in a patient who is a heavy 
drinker. He drinks one or two bottles of heavy wine daily and therefore he has 
recurrences of his syphilis. The histologic observations confirmed this diagnosis. 
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which was used in 


I believe he should be treated with Zittmann’s decoction, 
Vienna very often in cases of malignant syphilis, of syphilis which did not yield 
to any treatment and of syphilis which was overtreated. Zittmann’s decoction 
contains guaiac, sarsaparilla, sassafras, and other wood decoctions, sometimes 
with a trace of mild mercurous chloride or jodine. I had the best experiences in 
such cases and I would ask Dr. Rothman to try this treatment in this case. 

Dr. Louis A. BRuNsTING, Rochester, Minn.; Is the patient taking bromide? 

Dr. S. RorHMAN: No. 

Dr. M. R. Caro: Has he had fever therapy? 

Dr. S. RorHMAN: No. 

Dr. M. H. Esert: I am inclined to think that this should be classified as 
malignant syphilis. This is the type that does not respond to ordinary therapy. 
[hese are premature gummas, as Dr. Winer suggests, and I agree with him that 
this is a case in which it would be excellent to try penicillin. 


Dr. S. RoTHMAN (by invitation): According to the history, the lesions 
developed while the patient was under antisyphilitic therapy. Thus, if the lesions 
are gummas this patient’s case represents therapy-resistant syphilis. I should not 
like to go back to the old-fashioned sarsaparilla treatment, because it causes 
extremely unpleasant diarrhea. To change the reactivity in therapy-resistant 
syphilis, fever treatment has proved to be the method of choice. In the department 
of Dr. S. W. Becker excellent results were obtained when fever was followed by 
injections of arsphenamine and mercurial rubs. This patient had an arsenical 
dermatitis, and therefore we cannot treat him this way. We intend to treat him 
with penicillin. The disadvantage will be that cure by penicillin will not decid 
the main differential diagnostic problem, namely, whether these lesions are gummas 
or deep pyogenic lesions in a man with decreased resistance to infection. 

Note (Nov. 12, 1944).—The patient has had rapid clearing under penicillin 
treatment. His serologic reactions are still strongly positive. 


A Case for Diagnosis (Bullous Eruption). Presented by Dr. THEODORE 
CorNBLEET and Dr. HERBERT RATTNER. 


T. P. K., a Javanese man aged 52, a physical culturist, has shown cutaneous 
changes for three years. Seven years ago he had an attack of poison ivy derma- 
titis in the summertime, for which he received ultraviolet rays. During several 
subsequent summers he had an eruption about the neck. These lesions would 
last two weeks. Three years ago the eruption involved all parts of the head as 
well as the neck. A physician prescribed sulfathiazole, after which vesicles 
appeared in the cubital fossae. Another drug was substituted for the sulfathiazole, 
but blisters began to appear and remained tor four months. He was then hos- 
pitalized for three months, with no relief. The eruptions at that time were on the 
shoulders and hips and at the elbows and knees. Since then he has had some 
bullae appearing at short intervals, which are always preceded by pruritus. 

The patient is better than he was two and one-half years ago in the sense that 
he does not have as many blisters and they do not occur as frequently. He does 
not think that trauma plays much of a role in the production of these lesions. On 
the other hand, he feels certain that the eating of eggs can produce them. At the 
present time, he shows a number of bullae in various stages of evolution and 
atrophy at the site where the greatest number of lesions appear. These tend to be 
grouped about the extremities and joints especially. There are some vesicles 
present in the mouth. The Nikolsky sign is present. 

The patient has received acetarsone, vitamin A and applications of boric acid 
ointment. 

The urinalysis showed albumin (2 plus). Examination of the blood showed: 
67 per cent hemoglobin, 76 per cent polymorphonuclears, 1 per cent eosinophils, 
18 per cent lymphocytes and 4 per cent monocytes. The Kahn reaction was 
negative. 
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DISCUSSION 

Dr. H. FE. Micnetson, Minneapolis: What therapy was used? 

Dr. F. E. Senear: He was in our hospital for a time. Dr. Stubenrauch saw 
him. He had a generalized bullous eruption with erosions in the mouth. I do not 
remember the therapy that was used. As I remember, the eruption had nearly 
cleared up, but within a month after he left the hospital he had a recurrence. 

Dr. THEoporE CorNBLEET: Of the bullous eruptions, we thought of pemphigus 
and dermatitis herpetiformis. The lesions are more generalized today than they 
have been. Prior to this the cutaneous changes have been almost entirely confined 
to the hands and feet and the joints. Some of them follow trauma. That made 
us think, therefore, of epidermolsis bullosa of the dystrophic variety. The histologic 
changes are in keeping with such a diagnosis. There was improvement with 
acetarsone, but there is a relapse today. The patient needs further observation to 
come to a more definite conclusion about his disease. 


Congenital Cutaneous Atrophy on Hands and Shins; Recent Dysphagia. 
Presented by Dr. JAMES H. MITCHELL. 

The patient, a man aged 52, stated that when he was a child bullae developed 
on all areas of his skin after slight trauma. The palmar surfaces have since 
become resistant to trauma, allowing him to play baseball and to do the hardest 
kind of manual labor. The lesions on the skin, however, remain tender and are 
easily traumatized. The lesions appeared about two weeks after birth. The feet 
have been free at all times. No other member of the family is so affected. 


DISCUSSION 


Dr. M. R. Caro: When I first looked at the patient, my impression was that 
his was a case of epidermolysis bullosa with no bullae at present When I ques- 
tioned him, he said that the lesions started as blisters. The history that he is able 
to do hard manual work without producing lesions, however, is somewhat incon- 
sistent with that diagnosis. 

Dr. STEPHAN EpstetNn, Marshfield, Wis.: The patient states that his blisters 
follow trauma. I believe that the clinical picture, the history and the stricture 
of the esophagus, which he has, would fit in with a diagnosis of epidermolysis 
bullosa. 


Juvenile Xanthoma (Nevoxanthoendothelioma of McDonagh). Presented 
(by invitation) by Dr. S. RorHMAN and Dr. Z. FELsHer. 


D. L., a 5 month old full term baby, normal at birth, suddenly began to have 
a generalized eruption, including the scalp, at 2 months of age. The lesions have 
persisted, and new ones continue to appear. No apparent sensation has been noted 
accompanying the eruption. 

The physical examination shows a generalized eruption consisting of yellow to 
yellowish red papules, the largest being about 6 mm. in diameter. The mucous 
membranes and deeper structures are not involved. 

The laboratory examination revealed a leukocyte count of 12,100, a hemoglobin 
content of 11.5 Gm. and a normal differential count. The tuberculin test (1: 1,000) 
elicited a negative reaction. The roentgenographic findings of the skull and chest 
were normal. The total lipids in the serum were 635 mg. per hundred cubic centi- 
meters, and the cholesterol 195 mg. 

The histologic examination showed the epidermis atrophic. The corium was 
filled with masses of closely packed large cells with finely granular cytoplasm and 
large well stained nuclei. The sudan IV stain showed extensive deposits of lipid 
material throughout the corium. 

This case is similar to those discussed in the paper of Senear and Caro (ARCH. 
Dermat. & SypnH. 34:195 [Aug.] 1936). In another case under our observation, 
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The picture of 


the eruption disappeared spontaneously after two years’ duration, 
that patient is presented. 


DISCUSSION 


Dr. M. R. Caro: This case is similar to the one reported by Dr. Senear and 
me. The only histologic difference between the lesions in this case and those in 
ours was the absence of Touton giant cells in the present case. I do not believe 
that this is important, because they might be found if another part of the specimen 
were examined. I agree with the diagnosis as presented. 


Dr. S. ROTHMAN (by invitation): This disease was so well described by Drs. 
Senear and Caro in 1936 that I have nothing to add. In our earlier case, the 
picture of which has been presented, all lesions disappeared spontaneously and 
lid not recur during a period of two years 


Linear Scleroderma. Presented (by invitation) by Dr. S. RotHMan and 
Dr. A. L. SHAPtRo. 

W. G., a 5 year old boy, was first examined in the dermatologic clinic of the 
University of Chicago on Oct. 9, 1944. He presented flesh-colored to waxy 
edematous and indurated lesions varying in size from that of a split pea to that of a 
large plaque, on the shoulders, arms and thighs, distributed segmentally along the 
‘ourse of the fifth and sixth cervical and first and second lumbar nerves. Within 
the indurated areas slightly atrophic spots could be discerned. Contracture of soft 
tissues prevents complete extension of the right elbow. 

The mother stated that the cutaneous lesions were first noted when the patient 
was 6 months old. At 9 months of age, he had severe bronchitis and convulsions. 
He has otherwise been normal. He has two siblings, who are healthy. There is no 
pertinent family history. 

The erythrocyte count was 4,040,000, leukocyte count 5,000 and hemoglobin 
content 13 Gm. The urinary values were normal. Fluoroscopic examination of the 
hest revealed nothing abnormal. 

The histologic examination showed a slight degree of homogenization of the 
ollagen in the upper part of the corium. 


DISCUSSION 


Dr. S. W. Becker: This boy presents a striking picture. It is certainly not 
linear scleroderma as it is usually seen. Persons with the latter usually have one 
x perhaps two definitely circumscribed lesions, usually along the extremities. This 
boy has a limitation of motion in the right elbow. I am not sure whether it is 
due to contraction of fibrous tissue, to a bony change or to some fibrosis in the 
joint. I believe that this child presents a disorder of fibrous tissue, but just how 
it should be classified I do not know. 

Dr. Loure H. Winer, Minneapolis: Histologically, the connective tissue showed 
intense edema, something that one does not see in scleroderma. In scleroderma 
there is an increase in the number and size of the cells. [I could not make a 
diagnosis histologically. Clinically, I think that the disease is scleroderma. 

Dr. S. RoTHMAN (by invitation): I think that this is typical sclérodermie en 
handes, which in practically all cases follows segmentary distribution. I do not 
know of any other disease with induration, fibrosis, atrophy of the surface and 
segmentary distribution. The edema in the histologic picture is compatible with 
this diagnosis, because the disease shows three not sharply separated develop- 
mental phases, i. e., edematous, indurative and atrophic. 


Pigmentary Disturbance of the Skin (Poikiloderma of Civatte; Berlocque 
Dermatitis?). Presented by Dr. I. M. Fetsuer (by invitation) and Dr. E. P. 
LIEBERTHAL. 

B. E., a Mexican woman aged 57, was admitted to the dermatologic department 
if the Mandel Clinic (Michael Reese Hospital) on June 20, 1944. At that time 
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she presented a mottled grayish brown pigmentation of the forehead, cheeks, chin 
and neck which had been present since 1941. The pigmentation was heaviest ove 
the forehead and chin and in the areas anterior to the ears. Over the neck, nose, 
upper lip and center of the cheeks, the grayish brown discoloration was compara 
tively lighter and mixed with larger or smaller islands of normally colored skin 
The patient complained of burning and itching sensations over the involved areas 

In 1941 the patient consulted a Mexican healer, who advised the rubbing of 
iresh roses sprayed with perfume over her face and neck for short periods each 
day for nine days to allay the symptoms of nervousness, headache and gastro- 
intestinal disturbances. The pigmentation of the skin began shortly after that 
No history of the use of silver salts or mercurials in cosmetics could be elicited. 
The patient has been using cold cream and face powder only casually. She has 
been in the climacterium since 1938. Diagnoses of chronic myocarditis, pathologic- 
functioning biliary tract, and frontal and ethmoidal sinusitis have been made in 
other departments. Results of the laboratory examinations, which consisted of 
complete blood counts, urinalysis, serologic tests, examinations of stools, deter- 
minations of the basal metabolic rate and blood chemistry examinations, were all 
within normal limits. 

The histologic examination of a section removed from the forehead revealed a 
mild edema of the epidermis and an infiltrate of the papillary layer consisting of 
round cells, fibroblasts and histiocytic cells, many of them containing fine granules 
of melanin. The infiltrate is heaviest in the papillary layer, about the blood 
vessels, hair follicles, sebaceous glands and sweat glands. 

DISCUSSION 

Dr. F. E. SeENeEAR: I presented a woman a year or two ago with a picture 
very much like this and suggested two possible diagnoses, poikiloderma of Civatte 
and lupus erythematosus. The major opinion at the meeting was that the disease 
was probably lupus erythematosus, and subsequent microscopic studies showed that 
it was. This patient presented some very distinct depressions and some distinct 
follicular plugging in the temporal region. I feel that will prove to be lupus 
erythematosus rather than poikiloderma of Civatte. 

Dr. S. W. BecKeR: This disorder could be caused by several things. It is 
possible to obtain such a picture following photosensitization and after the appli- 
cation of oily and tarry substances, among which are perfumes. In the German 
“Handbuch” such melanotic disturbance has been mentioned as occurring after 
exposure to oil in industry. I recently saw a patient who had been working with 
oil, and he had a similar eruption. However, he had had intense anemia and pains 
in the joints which strongly suggested lupus erythematosus. I think that further 
observation is the only solution to the problem. 

Dr. I. M. FELsHER (by invitation): We considered the diseases mentioned 
and also lupus erythematosus, but the histologic section did not bear out the 
diagnosis of lupus erythematosus and therefore it was not included in the pre- 
sentation. We also thought of the possibility of some endocrine disturbance. It 
was the symptoms of the climacterium that caused her to seek relief, and the 
menopausal syndrome could be responsible for the pigmentation. 


Dermatitis Due to Nail Coating. Presented by Dr. L. F. Weser and (by 
invitation) Dr. C. H. STuBENRAUCH Jr. 

E. A., a carpenter aged 61, first had an eruption on the left hand six weeks 
ago. After two weeks the right hand and forearms were involved. 

On September 27, he had a bright and shiny redness on the webs and sides of 
the left fingers. The left palm was thickened and scaly. The forearms showed 
a diffuse, bright redness. A patch test on the left arm with nail coating showed 
redness at the end of twenty-four hours. When he stopped work and used bland 
applications the dermatitis disappeared. He returned to work on October 16, and 
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attack 


a flare-up of his dermatitis followed within twelve hours. His present 
shows redness and vesiculation of the previously involved sites. 


DISCUSSION 


Dr. Maurice Dorne: I have been seeing a large number of eruptions of this 
type recently. The nails are covered with a gelatinous coating, which, as I have 
been informed, is applied to make them hold better and to prevent the wood from 
cracking. In all instances the eruption first appears on the left fingers and hand 
and then spreads to the left forearm and the right hand. I am now investigating 


this matter. 

Dr. S. J. Zakon: When industrial dermatologists see such dermatoses 1 
workmen, dermatologists in general practice should think of such contacts in the 
I have seen a number of cases of dermatitis in men working with 


consumer. 
varnish. 

Dr. H. E. MicHertson, Minneapolis: Those of us who are called on to settle 
occupational cases have a terrific responsibility, and I should like to hear how 
Dr. Weber handles such a case. The man being a carpenter, is he going to be 
allowed to go back to his occupation? One must constantly keep in mind that 
even though a certain substance is incriminated, occupations have many, many 
risks and the combination of circumstances may bring about the dermatitis. 

Dr. L. F. Weser: Dermatitis caused by the resin coating on wire nails was 
unfamiliar to me until several months ago. The manufacturer knew about it, 
according to his letter. Dermatologists had received no help from him until | 
asked for it. The manufacturer was kind enough to supply me with a list of the 
ingredients in the resin coating. 

My first experience with the resin coating on the wire nails causing a dermatitis 
occurred about one year ago, but I did not know it until recently. My second 
experience was no different, until several patients with an unusual dermatitis and a 
suggestive history located the causal factor. From then on it was simple, as more 
patients continued to report with a dermatitis and a similar history. 

The history was as follows: The webs and sides of the fingers were involved 
first, next the back of the left hand and the left wrist, later the right hand and 
the right palm. There was a distinctive color to the eruption, consisting of a 
glistening redness, which gave the surface a polished appearance. There could 
hardly be any mistake about the fact that the dermatitis originated in the occu- 
pation. The employees nailed boxes for foreign transportation. This brought 
them into contact with pine wood and wire nails. In my experience pine wood is 
seldom a cutaneous irritant. 

Once the carpenters were removed from the occupation the dermatitis dis- 
appeared. On resuming work, they had a recurrence within a day or two. Patch 
tests were made with resin removed from the nails. Not all patch tests elicited 
positive reaction. The coated nail left in direct contact with the skin in 1 patient 
did not reproduce a dermatitis. It was my impression that sweating was an 
aggravating factor. The rough surface on the wire nail due to the deposit of 
resin makes the nail remain firmer in the wood. 

The composition of the coating is as follows: 40 per cent by weight of selected 
resins and linseed oil; 35 per cent by weight of alcohol; 25 per cent by weight of 
petroleum distillates. 

The coating is applied by the wire nail manufacturers in liquid form. It dries 
rapidly, and the only material that is left on the nails is the 40 per cent of selected 
resins and linseed oil. 

I am unable to answer Dr. Michelson’s questions. I know that the majority 
of patients are unable to handle the nails coated with resin. They must change 
If this means a loss of earning power, the occupational laws provide some 


jobs. 
compensation. 
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Dr. STEPHAN Epstein, Marshfield, Wis.: I should like to confirm Dr. Weber's 
observation that sensitivity to pine is very rare. There are a good many factories 
around Marshfield using white and yellow pine. When sensitivity occurs, it is 
usually due to some other factor and not to the pine. 


A Case for Diagnosis (Xeroderma Pigmentosum?). Presented (by invita- 
tion) by Dr. M. OpreNuHEIM and Dr. D. Conen. 

J. K., a retired mail clerk aged 73, presents an eruption involving the scalp, 
face, neck, trunk and upper extremities. In the foreground of this picture is the 
scarlike formation of the entire scalp with the exception of two clusters of hair in 
the parietal and occipital areas. The skin is white and shiny and ts fixed to the 
bone. No movement of the skin is possible. There are many excoriations and 
depressed scars the size of peas. There are a few scaly flakelike areas. On the 
parietal and occipital areas there are many areas Of brown pigmentation inter- 
rupted by white nonpigmented irregular areas. 

The skin on the neck is thickened with parallel wrinkles in stripe form running 
irom the occiput to the back. Behind the left ear, below the mastoid process, a 
superficial ulceration is present with irregular margins in an indurated area. 

The face is stained brown and white, with telangiectasia on the nose and cheeks 
The veins of the temporal areas are translucent. There are chronic conjunctivitis 
and madarosis. 

The skin around the nose and upper lip is soft and can be folded. The areas 
in front of the ears are hard; the skin cannot be picked up between the fingers 
The limits are sharp like a plate embedded in the skin. On the lower part of the 
chin many hyperpigmentations are present. Around the mouth there are radial 
wrinkles. The hair of the beard 1s normal. The lips are of a normal red color 

On the anterior part of the neck the skin has a normal elasticity. The white 
color is interrupted by many sharply limited hyperpigmentations like freckles 
Over the sternum, the skin is indurated and difficult to fold, as in scleroderma. 
The surrounding skin over the breast, shoulders and arms has a partially pink 
and partially white color, normal consistency, many telangectases, freckles and a 
few cavernomas. 

On the dorsal aspect of the hands there are scarlike atrophic areas with 
transparent blood vessels. The peripheries of these areas are hyperpigmented, 
and the hairs are absent. The skin over the fingers reveals slight changes. The 
nails are split, fragile and deformed. 

The eruption started on his hands, face and neck about eight years ago. It 
seemed to follow exposure to the sun, occurring mainly in the summer. The erup- 
tion consisted of blisters which were not attended with any pruritus. The blisters 
occurred for five or six years. During the last two years these blisters have 
gradually disappeared. He has a “nervous” habit which causes him to dig into 
his skin with his nails, resulting in some scarring. 

The Kahn reaction was negative. The urine was normal. An examination of 
the blood revealed 4,870,000 erythrocytes, 15 Gm. of hemoglobin and 11,100 leuko- 
cytes, with a differential distribution of 70 per cent segmented forms, 4 per cent 
eosinophils, 1 per cent basophils, 17 per cent lymphocytes and 8 per cent monocytes. 

The histologic examination of a lesion removed from behind the left ear revealed 
a hyperkeratosis and acanthosis of the epidermis. The epithelial connective tissue 
border was sharp. There was a round cell infiltration in the subpapillary layer 
The blood vessels of the subpapillary layer were enlarged and the deeper layers 
of the connective tissue hypertrophic with scant connective tissue cells. There were 
no signs of carcinoma. 

DISCUSSION 

Dr. Harry R. Foerster, Milwaukee: I thought that this case was suggestive 
of a factitious dermatitis. The uniformity of size of the apparently excoriated 
lesions and scars, their distribution over areas accessible to the finger nails and 
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the absence of eruption in other areas suggest that as a possible diagnosis 
Although he gave a history of vesicular lesions as early manifestations of the 
eruption, he has had no vesicles recently. The lesions on the cheeks, however, 
do not fit in with this diagnosis and confuse the picture. 

Dr. S. RorHMAN (by invitation): I have been impressed by the fact that the 
patient displays two sharply limited strips free of pathologic changes, correspond 
ing to the straps of his underwear. Also, the distribution as a whole strongly 
suggests that one is dealing here with a condition of sensitivity to ultraviolet 
radiation similar to xeroderma pigmentosum. There are a good many cases of 
xeroderma pigmentosum on record with late onset. I myself reported such a cas¢ 
in 1923 (Arch. f. Dermat. 144:440). This patient shows spotted hyperpigmen 
tation and depigmentation, atrophy, telangiectasias and keratoses, a picture which 
is similar to actinodermatitis, on the one hand, but almost identical with that of 
xeroderma pigmentosum on the other. The similarity of these two conditions was 
discussed in the paper just referred to. 

Dr. STEPHAN Epstein, Marshfield, Wis.: Dr. Rothman believes that this is 
a case of photosensitivity. The same thought occurred to me, that this might be 
some form of xeroderma pigmentosum. 

Dr. H. J. PAkRKHURsT, Toledo, Ohio: I saw no kerotoses in this patient, but 
it is true that involvement is limited to areas exposed to sunlight. 1 thought it 
might fit more into the classification of hydroa vacciniforme. 

Dr. F. W. Lyncu, Minneapolis: I hesitate to accept the suggested diagnosis 
of xeroderma pigmentosum because of the late age of onset and because there are 
lesions on the upper portion of the chest in an area beyond that usually exposed 
to light. The sharp limitation of the eruption particularly to areas on the dorsa 
of the hands, the absence of keratoses and the fact that the nose, lower lip and 
ears present changes no severer than those in other areas are also against a 
diagnosis of xeroderma pigmentosum. I agree with the suggested diagnosis of 
factitious dermatitis. | think, in addition, that one might consider some other 
previous follicular scarring process, even lupus erythematosus, though there is 
little at present to suggest that diagnosis. 

Dr. S. RotHMAN: To me the man admitted that in summer he crosses his 
back yard without a coat, clad only in his underwear. 

Dr. Maurice OppENHEIM (by invitation): This man is sensitive to sunlight. 
rhe location is definitely on the exposed areas of the skin—hands, face, cheeks and 
neck. My first impression was that of roentgen ray dermatitis, because with that 
there is hypertrophy, atrophy and ulceration of the skin. I thought that the ulcer 
on the left side of the head might be an epithelioma and made a microscopic 
examination. The findings were: absence of pigmentation, hypertrophy of the 
connective tissue, round cell and plasma cell infiltration and no cancer (the section 
was possibly too superficial). I thought of some kind of sensitivity to sunlight 
and then of other photosensitivity disease, like a kind of xeroderma pigmentosum. 
When the patient was a boy he was sensitive to sunlight. Later he was a railway 
mail worker and was exposed to the sun. He contracted erythema several times; 
then he avoided the sun entirely. There is no hyperkeratosis. Telangiectasia and 
hyperpigmentation are present but not the follicular hyperkeratosis that is some- 
times seen in these chronic cutaneous changes caused by light. 

I do not believe that this is a real xeroderma pigmentosum of Kaposi, as Dr. 
Rothman thinks it is, because it is caused by a congenital hypersensitivity to sun- 
light, but I think that the actinic rays of the sun are the cause of this disease. 
An examination for porphyrin could not be made. 

A Case for Diagnosis (Pemphigus Erythematosus Limited to the Nose?). 
Presented by Dr. Clark W. FINNERUD. 


J. H. K., aged 31, was first seen six months ago because of an eruption of the 
distal half of the nose of about two years’ duration, which followed sunburn. The 
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eruption was not accompanied with subjective symptoms. None of the lesions 
had disappeared, nor had they improved from various forms of treatment. There 
had been no lesions elsewhere at any time. The treatment has included roentgen 
therapy, local preparations, nonspecific protein therapy in the form of injections of 
typhoid vaccine, a series of injections of gold sodium thiosulfate and injections of 
nicotinamide. No biopsy has been performed. 

The examination reveals a rather sharply demarcated, erythematous, scaling and 
crusting plaque on each ala nasi and on the tip of the nose. 

DISCUSSION 

Dr. F. E. Senear: I think that this is a very interesting case. A localized 
eruption of that sort of course makes one think of lupus erythematosus, but I was 
unable to make out any clinical characteristics that would support that diagnosis 
The other alternative is pemphigus erythematosus, which frequently begins with 
an involvement of the nose with a lupus-erythematosus-like picture. Some of 
these lesions were covered with a scaly crust and resembled the type of lesion 
that one sees on the trunk with pemphigus erythematosus. I have never seen a 
lesion of this keratotic type on the nose. | think it would be difficult to make a 
definite diagnosis of pemphigus erythematosus for a lesion of this sort, but I feel 
that this is a more probable diagnosis than lupus erythematosus. One thing that 
I was not able to elicit from this patient was the history that the lesions clear 
quickly and then relapse. This patient has not had any sharp attacks of this sort, 
but in some cases of pemphigus erythematosus there is 2 great deal of variation 
in the intensity of the eruption on the nose from time to time. I feel that 
pemphigus erythematosus is a strong possibility, but I think that it is not possible 
to make a definite diagnosis. 

Dr. JoHn F. Mappen, St. Paul: I should like to ask whether the lesion was 
treated with solid carbon dioxide. 

Dr. C. W. Finnerup: I appreciate Dr. Senear’s discussion. I agree that it 
would be extremely unusual to have this syndrome limited to the nose for two 
and one-half years. However, I feel that pemphigus erythematosus is probably 
the correct diagnosis. 

The treatment has consisted of both soothing and stimulating local prepara- 
tions, a series each of injections of gold, sodium thiosulfate, typhoid vaccine and 
nicotinamide and arsenic by mouth in the form of arsenous oxide (asciatic) pills, 
all without improvement. One lesion was tested out therapeutically with roentgen 
rays, without improvement or aggravation, and another with solid carbon dioxide 
with the same result. I intend to try the suggestion of using a 40 per cent sulfur 
ointment locally and the other suggestion of giving acetarsone by mouth. 


NEW YORK DERMATOLOGICAL SOCIETY 
Hans J. Scuwartz, M.D., President 
Grorce C. Anpbrews, M.D., Secretary 


Oct. 24, 1944 


Von Recklinghausen’s Disease in Mother, Forme Fruste Type in Son 
and Daughter. Presented by Dr. Maurice J. Costetto. 


E. B., a woman aged 35 (private patient), has had a typical eruption of 
von Recklinghausen’s disease since she was 12 years old. She had meningitis 
at the age of 10 and osteomyelitis of the long bones for twelve years thereafter. 
In 1934 she had an abscess of the left kidney, and she has had two miscarriages. 
She has difficulty in hearing with the left ear. During the past year the patient 
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complained of itching of lesions located on the head, back ot the neck and upper 
part of the back. 

Her son, J. W. B., aged 11, has the forme fruste type of von Reckling- 
hausen’s disease. He has a number of café-au-lait spots on the trunk, varying 
in size from 0.5 to 3 cm. There are a number of round pea-sized, depigmented 
and hyperpigmented lesions which are slightly elevated above the cutaneous sur- 
face. He has a mild degree of stammering, and he is retarded in school. 

Her daughter, E. B., aged 3, also has the forme fruste type of neurofibromatosis. 
She is a normal child. She has a number of café-au-lait lesions on the dorsal 
aspect of the chest. Below and internal to the left scapula there is an elevated 
round deeply pigmented hairy lesion measuring 4 by 3 inches (10 by 7.6 cm.). 
This is surrounded by an area of hyperpigmentation, and it is soft and transversed 
by what feel like sclerosed vessels. Roentgenograms of the spine do not show 
spina bifida. 


DISCUSSION 


Dr. Ray H. Rutison: This is a fine demonstration. I agree with the diag- 


nosis. 


Dermatitis Venenata from Rubber Gloves. Presented by Dr. EuGeNe TRAuvB. 


M. M., a woman aged 51 years (private patient), was seen in February 1944, 
with a dermatitis of the hands. The exact cause was not determined with cer- 
tainty, but rubber gloves were suspected of being a factor. The eruption disappeared 
with local management and no further trouble was experienced until one week 
ago, at which time the patient purchased an inexpensive pair of rubber gloves 
and wore them for approximately one hour while housecleamng. An immediate 
severe reaction, consisting of erythema and swelling of the hands, occurred. This 
was sharply limited at the wrist, marking the site of the top of the gloves. 
Within twenty-four hours tiny vesicles were profusely scattered over the entire 
dorsa of the hands, and in one or two sites small hemorrhagic blisters developed. 
A patch test performed with a portion of the rubber gloves and allowed to remain 
in place for forty-eight hours was strongly positive. 


DISCUSSION 


Dr. EuGeNE Traus: This is the second patient recently seen with an acute 
dermatitis in which rubber gloves were proved to be the causative agent. The 
patient in a previous case was a worker in a chemical plant, and it was first 
thought that the chemicals handled were responsible for his dermatitis, but on 
patch testing the only positive reaction obtained was from his rubber gloves. 


Note.—The diagnosis was agreed on unanimously. 


Dermatitis Herpetiformis. Presented by Dr. Frep Wise. 


M. G., a girl aged 4% years, registered at the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital on June 11, 1944, pre- 
sented lesions of fifteen months’ duration. A few itchy blisters appeared on the 
vulva a week after she was cured of chickenpox. She was admitted to Kings 
County Hospital, where she stayed for three and one-half months, during which 
time the eruption spread all over the body. She received a blood transfusion 
in September 1943. Within three weeks the lesions regressed but there was 
recurrence a week later. She was then hospitalized at the Cumberland Hospital 
for one year. She was treated with rectal injections of penicillin every three hours 
for five days and with local applications of penicillin salve, with no apparent 
improvement. She was later treated at the New York Post-Graduate Medical 
School and Hospital for three months. She received another blood transfusion. 
The lesions cleared up within two weeks but reappeared a week later. She was 
then treated with injections of 2 per cent solution of sodium arsenate, the dose 


beginning with 5 minims (0.31 cc.) and being increased 2 minims (0.12 cc.) 
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every other day, to 15 minims (0.92 cc.) daily. Later, 0.4 Gm. of sulfathiazole 
was given every four hours. One per cent solution of brilliant green was painted 
on the lesions. At present she is taking 0.25 Gm. of acetarsone daily. 

At the beginning the blisters are red and round with little white puncta in 
the center. After a few days they reach the size of a split pea. They become 
tense and cloudy and then rupture. They are at first discrete but later form 
into groups. 

The lesions are located on the face, back of the neck, wrists, buttocks, upper 
third of the inner surfaces of the thighs and legs, pubic region and vulva. 
The initial lesion, seen on the inner surface of the right wrist, consists of a 
pinhead-sized reddish vesicle with a white punctum in the centr and with 
a slight inflammatory halo around it. 

The lesions consist of ill defined macules, vesicles and crusted patches on an 
erythematous base which are tender and painful to touch. They are discrete and 
aggregated, forming irregular patches. The largest patches are found on the 
inner surface of the thighs and the vulva. The lesions on the face are concen- 
trated mostly on the forehead, tip of the nose, upper lip and chin and are heavily 
crusted and impetiginized. 

The hemograms were normal except for 13 per cent eosinophils on June 14, 
1944 and 4 per cent eosinophils and 14,400 leukocytes on July 27. Results of 
the chemical examination of the whole blood were normal on June 14, except for 
the elevation of the urea nitrogen to 17.5 mg. per hundred cubic centimeters. 


DISCUSSION 
Dr. Howarp Fox: I suggest.the use of sulfapyridine. This has not yet been 
tried, but from my personal experience and from cases reported in the literature, 
it is certainly worth a trial. 


Hemangioma of Orbit with Cataract. Presented by Dr. Greorce C. ANDREWS. 

A. M. F., a girl aged 16 years, was admitted to Vanderbilt Clinic on Jan. 1, 
1944, for treatment of a hemangioma of the right upper lid and right side of the 
forehead. Two years previously she was told that she also had a cataract in this 
eye. She has never had roentgen ray or radium treatment. 

Examination shows an extensive hemangioma as described. The lids of the 
right eye are swollen, and the eye is closed. The conjunctivas are chemotic and 
protrude through the closed lids. The bulbar conjunctiva is also chemotic. The 
cornea is roughened; the pupil is irregular and dilated, and there are posterior 
synechias. The lens is cataractous, and nuclear and subcapsular changes may be 
observed. 

DISCUSSION 

Dr. Ray H. Re ison: This is an extremely interesting case because of the 
usual complaints of the use of radium to the eyes causing cataracts. This treat- 
ment has not been used in this case. 

Dr. George C. ANbREWS: This case is presented in order to record in the 
literature that spontaneous cataract has occurred in a case of angioma in which 
neither radium nor roentgen ray therapy was used. Considerable publicity was 
given to roentgen and radium cataract about eight or ten years ago. Personally, 
I have not seen radium cataract in any of the babies that I have treated for angiomas 
about the head or face. I have had only | case of cataract, in an adult treated in 
1928. However, I realize that radium treatment in the area about the eyes should be 
handled carefully, if at all. Sometimes, however, it is absolutely necessary to use 
radium near the eyes, as nothing else will effect a cure of extensive, buiky angio- 
matous involvement of the lids. 

Dr. Howard Fox: Do you screen the eye when using radium? This is 
important for medicolegal reasons. 
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Dr. GeorGeE C. ANpREWs: I always make an effort to protect the eye, but it 
is physically impossible to do so if radium is used anywhere near it because the 
radium rays spread about the shield and cause scattered rays to reach behind it. 
However, attempts are always made to protect the eye by inserting plates between 
the eyeball and the eyelid 

Dr. Frep Wise: Angiomatous tumors are rare in adults. It is possible that 
in a patient aged 16 years some regression may still occur spontaneously. 

Dr. GeorGE M. Mackee: This case is of medicolegal importance. It is impor- 
tant to place on record a case of angioma of the eyelid, accompanied with a proved 
spontaneous cataract in a young person. Such cataracts when roentgen rays or 
radium have been used are blamed on the irradiation, in spite of the proved radio- 
insensitiveness of the eyeball. 

The patient is an adolescent; the angioma is essentially one of the mucous 
membrane, and there has been no retrogression. That corresponds with my experi- 
ence. It is my experience and opinion that angiomas of the skin usually undergo 
spontaneous involution before puberty, while those of the mucous membranes 
never improve spontaneously. Also, the latter do not respond favorably to safe 
doses of roentgen rays or radium, while those of the skin do respond favorably. 


A Case for Diagnosis (Dermatitis Herpetiformis; Impetigo Herpeti- 
formis?). Presented by Dr. Frep Wise. 

E. D., a Negro woman aged 50, registered at the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital on Sept. 11, 1944, present- 
ing lesions of eight months’ duration. She gives a history of recurrent attacks of 
bullous eruptions. 

The lesions are numerous and generalized, including some on the scalp. They 
consist of bullae and heavy greenish-crusted patches, most of which show a 
circinate arrangement. The primary lesion consists of a round, tense, lentil-sized 
vesicle containing a cloudy fluid. 

The hemograms on three occasions were normal, with the eosinophils ranging 
from 1 to 3 per cent. The Wassermann and Kahn reactions, and results of 
mycologic examination and culture were negative. Patch tests elicited a 1 plus 
reaction to 30 per cent each of potassium iodide and potassium bromide in 
petroiatum. 

From a histologic examination made by Dr. Charles F. Simms the eruption was 
diagnosed as dermatitis herpetiformis. The description follows: “At one end of 
the section there is a rather pronounced subepidermic edema which at several 
points has resulted in ‘vesicle formation. Rather pronounced cellular infiltration 
is present in the upper part of the corium and is both perivascular and diffuse. 
The infiltration is composed of small round cells, wandering connective tissue cells, 
eosinophils, polymorphonuclear neutrophils and occasional plasma cells. In part, 
the section is covered with a crust.” 


DISCUSSION 

Dr. Paut E. Becuet: The presence of vesicles arranged in an annular and 
grouped manner and the lack of definite pustulation are, in my opinion, sufficient 
evidence to favor the diagnosis of dermatitis herpetiformis. 

Dr. GeorceE M. MAcKEE: I think that this is a case of dermatitis herpetiformis 
and not one of impetigo herpetiformis. The latter eruption occurs mostly, if not 
entirely, in pregnant women and in most instances is fatal. In this case there is 
grouping of lesions, but the elementary lesion is essentially a vesicle which later 
becomes pustular. There is subsequent crusting, but the crusted lesions do not 
resemble impetigo contagiosa, as they do in impetigo herpetiformis. Histologically, 
in the latter disease the pustule is in or immediately under the horny layer, while 
in this case the vesicle is much more deeply situated. Also, in impetigo herpeti- 
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formis there are more polymorphonuclears and more inflammation than are seen 
in this case. 


Psoriasis Arthropathica. Presented by Dr. GrorGe M. Lewis. 

F. C., a carpenter aged 58, removed a splinter from under the nail of his left 
ring finger twenty-seven months ago. Shortly afterward, there were swelling 
and pain in the region, followed by separation of the nail and, subsequently, 
inflammation of the region of the nail bed. Shortly afterward other fingers became 
considerably affected, the condition being confined to the region of the nail. During 
the course of treatment he received dressings which appeared to immobilize his 
hand. The rash spread up the fingers and affected his hand and forearm. This 
was later treated with wet dressings, with good response. No lesions have ever 
been present on his feet. At present, all the finger nails have been destroyed and 
all the nail beds are inflamed, showing redness, edema and some exudation. The 
fingers show limitation of movement, apparently amounting to ankylosis of the 
second interphalangeal joints. 

The fingers also shoW considerable atrophy, apparently from disuse. The 
examination for fungi gave negative results. 

Note.—This case was previously presented at the Manhattan Dermatological 
Society, Jan. 11, 1944. 

Psoriasis Arthropathica. Presented by Dr. Greorce M. Lewis. 

J. C., a white man aged 56, a retired meat packer, is presented from the New 
York Hospital. He has had psoriasis most of the time since it began twelve years 
ago. Treatment given or outlined by various physicians and at various clinics 
has been ineffectual for the most part. This has included roentgen ray therapy, 
low fat diet, autotransfusions and many prescribed or patent preparations for local 
use. During a visit to Florida, there was a temporary remission. Recently, new 
lesions have appeared, with a flare-up of the older lesions. During the past eight 
years, the patient has experienced progressive involvement of many different joints, 
with tender red swellings accompanied with pain. Typical lesions of psoriasis were 
present in the scalp, on the extensor surfaces of the arms and legs, on the buttocks 
and on the backs of the hands. The osteoarthritis involves the knees, ankles, spine 
and the terminal interphalangeal joints. Several finger -nails and toe nails are 
thickened and yellow and are separated from the nail bed. The Wassermann 
reaction was negative, the urine normal and scrapings and cultures of the nails 
negative for fungi. A roentgenogram of his teeth showed areas of infection. 


DISCUSSION 


There was no discussion on the 2 foregoing cases. 


Multiple Osteomas. Presented by Dr. A. BENSON CANNON. 

Mrs. G. O., a white housewife aged 58 years, was first seen on Sept. 8, 1944, 
complaining of multiple, shotlike papules scattered over the sides of the face and 
forehead, of twelve to fifteen years’ duration. 

The past, family and personal history are irrelevant. The patient stated that 
these papules appeared grayish white in color and felt shotty when the cheeks 
were stroked with the hand. Rarely, one would become infected and discharge 
pus. The patient had consulted a number of physicians in Spain and in the capitals 
of Europe and was usually told by the examining physician that there was no 
cure. Most of the papules were removed with an electric needle by a physician 
in Barcelona, Spain, some fifteen years ago. They promptly recurred. 

Examination reveals multiple, discrete, closely studded, grayish white papules 
in and beneath the skin of each side of the face, mostly on the cheeks. The papules 
vary from the size of a mustard seed to that of a split pea. They are hard 
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and raised and involve all of the layers of the skin. The surface over the 
papules is smooth. Hard, stony-like, grayish yellow particles can be picked 
out of each of the growths, leaving a small hole. 


Biopsy of one of these removed lesions established that it was an osteoma. 


Roentgenograms of the cheeks show multiple calcified nodules on the skin. 


Treatment has consisted in the picking out of each of the calcified papules 
and five weekly doses oi radiation, 100 r at each sitting. 


DISCUSSION 


Dr. Howarp Fox: I should never have dreamed that these cutaneous lesions 
would contain deposits of bone. One would naturally suppose that the little 
hard, shotlike lesions were calcareous deposits in sebaceous cysts. However, 
this is an important case, and, for the sake of the record, [ think Dr. 
Machacek’s findings should be corroborated by a general pathologist. It has been 
my impression that deposition of true bone in the skin was extremely rare. 


Dr. GERALD MACHACEK: This is frank bone and not the first case of the sort 
I have seen. The first case report that I saw published was by Dr. Hopkins, 
who observed the case clinically and got out myriads of little, round, white, 
ovoid lesions. The question is one of heteroplastic disseminated changes. | 
encountered 1 case, the report of which is to be published shortly, of congenital 
heteroplastic osteomas. The child in this case was born with these nodules. 


The pathologic picture is one of bone osteoblasts with little fat cavities. 


Dr. George C. ANnprews: I had a case which, clinically, looked like the 
one presented. The patient was a woman of 35. The lesions resembled comedos. 
I took them out and found little pieces of hard material. A biopsy proved 
them to be bone. We also took dental roentgenograms which showed plainly 
that this material was bone. 

Dr. ANTHONY CrpoLLAro: I have under treatment a Spanish woman about 
60 years of age, who has an oily skin, milia and comedos. On occasion I 
removed what I believed to be milia and instead removed hard, irregular masses. 
Looking back now I realize that I had been removing small spicules of bone. . 


Dr. A. Benson CANNON: This is the third private patient that I have had 
with lesions of this kind; the other 2 have had solitary lesions, and in neither 
instance did I make a clinical diagnosis. I hope to do better next time. 


Psoriasis Beginning in Infancy. Presented by Dr. EuGene F. Traus. 
An eruption diagnosed as psoriasis in V. G., a boy aged 11% years first 
developed when he was 1% years old. There was a family history of the 
mother’s brother also having psoriasis. The present eruption has been getting 
severer recently. This consists of warty lesions, particularly on the knees 
and fingers. Scattered over the body are typical punctate and guttate psoriatic ; 
lesions. The patient also has an interesting lesion involving the lip, which 
is definitely psoriatic in character and lies entirely within the vermilion border 
of the upper lip. 


DISCUSSION 


Dr. Howarp Fox: The interesting feature in this case is that the history 
began when the child was 1% years old. 


Dr. A. BENSON CANNON: This is an unusual case of psoriasis. It would 
be of value to have a histologic report. 


Dr. Fred Wise: Have any members obtained favorable results with 
sarsaparilla tablets ? 
Dr. Eucene F. Traus: The reasons for presenting this patient were the 


early onset of psoriasis, at 114 years, the lesions of the mucous membrane involv- 
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ing the vermilion border of the upper lip and the peculiar warty or vegetative 
type lesions found on the extremities. An attempt will be made to obtain a 
biopsy of the various types of lesions. 

In answer to Dr. Wise’s question, I. used sarsaparilla for a number of years, 
and in only 2 instances was there any improvement. I felt, however, that in the 
2 cases in which improvement was noted this may have been coincidental to the 
therapy. In these 2 instances I felt that a spontaneous disappearance had 
occurred with the onset of summer weather. It is only fair to state that in my 
cases I used only a solution of sarsaparilla, without any local medication, 
as this would be the only way in which the therapy could be evaluated. My 
results were far different from those reported elsewhere in the literature. 


Benign Pemphigus. Presented by Dr. GerRALD MACHACEK. 

L. P., a Negro woman aged 56, appeared at the Vanderbilt Clinic, presenting 
lesions, of over two years’ duration on the neck, axillas, trunk, thighs, antecubital 
regions and scalp. These occur in repeated outbreaks and spread to the chest, 
armpits, abdomen, thighs and back. Attacks are intermittent, with scaling 
and painful irritation of the thighs and genitalia, which make walking impossible. 
It is worse in summer. Between attacks there is residual pigmentation. 

The patient has had white hair since birth, and she has three children whose 
hair has been white since birth. 

The lesions are widespread, symmetrically distributed and sharply demarcated, 
forming a complete collar involving the axillas and the inframammary, abdominal 
and inguinal regions. The areas are bullous, scaling and deeply pigmented 
(dark brown). 

A biopsy of one of the lesions showed benign pemphigus. 

Great improvement follows treatment with paste of zinc oxide with phenol. 

DISCUSSION 

Dr. Frep Wise: This eruption seems to me to be an example of the Haley 
variety of familial pemphigoid. 

Dr. Maurice J. Costetto: It is rare to find white hair in a full-blooded 
Negro at 50 years. When I questioned the patient about this condition she 
stated that her hair had been white since birth, as had that of her mother and 
several of her sisters and brothers. These facts are more interesting than the 
vesiculobullous eruption for which she was presented. The two conditions may 
be associated. 

Dr. GeraLpD MacuaceK: I should like to stress the fact that similar 
conditions have been described before. McCarthy, in his text, mentions patients 
that have the bullae of pemphigus and dysperatosis of Darier. That is why I 
hesitated to call this the Haley type of pemiphigus. 


Sarcoidosis. Presented by Dr. GeraALD MACHACEK. 


C. R., a Negro woman aged 36 years, first appeared at the Vanderbilt Clinic 
in November 1937, with a history of having suffered for seven years from an 
eruption which was thick, raised and irregular and covered the lateral and 
anterior aspects of the nose as well as the external aspect of the septum. Small 
nontender lumps were present in the upper eyelids; the lips were slightly 
swollen and papules and comedos were present on both cheeks and the chin. 
The right hand was swollen, and a nodular infiltration 2 by 5 cm. in diameter 
was present on the dorsum. All but the fifth finger were swollen, especially at 
the proximal phalangeal joints. The nails were eroded and striated. The left 
hand showed swelling of all fingers, with erosion of the finger nails. There was 
a raised, rough, crusted area, 2 by 2 cm., on the right elbow. There were 
diffuse areas of varying pigmentation on the back. 
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On March 28, 1938 regression of the cutaneous lesions was noted. On 
June 5, 1939 all lesions were said to have disappeared. On Dec. 21, 1942 
atrophic rhinitis, stenosis of the larynx and a deformity of the soft palate with 
adhesions to the posterior pharyngeal wall were interpreted as being of gummatous 
origin. 

This case is presented as an instance of decided improvement of sarcoidosis 
in an American-born Negro woman who had stigmas of syphilis and had 
undergone antisyphilitic treatment. 

A blood count showed 4,300,000 red blood cells, 3,840 white blood cells, 72 
per cent hemoglobin and 73 per cent polymorphonuclear leukocytes. The erythro- 
cyte sedimentation rate was 75 mm., and on June 16, 1941 it was 18 mm. 

The serum phosphatase activity was 38.2 Bodansky units on Noy. 4, 1937 
and 13.9 Bodansky units on Nov. 13, 1939. 

On the patient's admission to the hospital, the Wassermann reaction was 
negative; on June 23, 1941 it was positive. On Sept. 28, 1942, after she had 
received injections of bismuth, mercury and liver, the Wassermann reaction 
was negative. The patient had received antisyphilitic treatment in 1934. 

On the patient’s admission old tuberculin (1:10,000) elicited a negative 
reaction; on June 5, 1940, old tuberculin (1:100,000) elicited a positive reaction; 
on Sept. 11, 1944, a dilution of old tuberculin, (1:10,000 and 1:1,000) elicited a 
positive reaction. 

Roentgenologic examination showed sharply circumscribed, oval defects in 
the distal extremities of the proximal phalanges of both hands. On Sept. 19, 
1939, roentgenologic examination of both hands showed a generalized decrease 
in the size and distribution of previously reported areas of negative density. Some 
of the smaller defects had filled in completely. 

Histologic examination showed sarcoid of the nose. 

DISCUSSION 

Dr. GeorGge C. ANnvews: Dr. Machacek brought out an important point, 
illustrated by the 4 cases he has under observation, when he stated that as 
improvement occurs the patients with sarcoid become allergic to tuberculin. 

Dr. Evcene Travs: Is it not a fact that a positive reaction to tuberculin 
develops in the patient at a time when immunity is developing? 

Dr. GERALD Macnacek: This is not an isolated instance. I have seen 3 
other cases in which the sarcoid disappeared and the tuberculin, which was 
negative at first, became positive. 

Dr. Howarp Fox: I do not think that the patient showed a specific reaction 
due to syphilis, and I doubt whether she ever had this disease. 


A Case for Diagnosis (Erythema Multiforme Perstans?) Presented by 

Dr. C. GRAHAM. 

Mrs. M. R., aged 54 years last spring noticed for the first time red spots 
on her forearms, many of which have since coalesced. Later, similar lesions 
appeared on both sides of the neck and a few on the right shoulder. The rest 
of the body was unaffected. There was no itching or other sensation. The 
patient has been under my observation for the past two months, and during that 
time, except for a slight blanching of the lesions, there has been no appreciable 
change. 

Each spot is a slightly elevated ring-shaped papule, varying in size from 
that of a split pea to several centimeters in diameter. The periphery of the 
papules is pink and elevated, and the center is violaceous and depressed. On the 
back of the forearm, near the elbow, the papules have fused and formed a single 
large area. Some of the papules suggest lichen planus, but this diagnosis was not 
borne out by a biopsy, which was performed on Sept. 28, 1944, the description 
of which was as follows: “The epidermis is thin, and the surface is covered with 
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a thin layer of hyperkeratotic material. The rete pegs are absent or are 
extremely small, and a moderate number of cells in the deeper part of the 
epidermis show intracellular edema. In one tiny area the epithelial cells are 
degenerated. The corium is edematous, and the outer part shows small 
collections of round cells, some of which surround dilated capillaries and 
lymphatics. There are also areas showing proliferation of fibroblasts and 
numerous round cells, and a few pus cells and eosinophils are intermingled 
in these areas.” 

No diagnosis was made. 

DISCUSSION 

Dr. GeorceE M. MackeE: I cannot accept the diagnosis of erythema multi- 
forme perstans because there is no erythema while there is infiltration both 
clinically and histologically. Although the histology does not confirm it, there is 
a possibility of lichenoid leukemia. I cannot establish a diagnosis on the one 
microscopic slide presented tonight. 

Dr. EuceNE Travus: A possibility that has not been mentioned is lichenoid 
sarcoid, but I do not know whether the plaquelike lesions could be made to fit 
into that picture. Granuloma annulare should also be considered, and I believe 
that this diagnosis could explain all the lesions found. 

Dr. Joun C. Grauam: I do not think that this is erythema multiforme but 
do not know what diagnosis to suggest. 


Mycosis Fungoides (Tumor Stage). Presented by Dr. A. BENSON CANNON. 


S. R., a white truck driver aged 71, born in Rumania, first presented himseli 
at the Vanderbilt Clinic in November 1943, complaining of pruritic lesions on 
the scalp, face, trunk and extremities for the past four years. He stated that he 
was well up to four years ago, when an itching eruption developed on the 
forearms, which later spread to the scalp and finally over the remainder of the 
body. He said that he had received roentgen ray treatments, with relief of itching 
and disappearance of those lesions. Some of these disappeared spontaneously. 
However, since he received the roentgen ray treatments, the last of which was 
given three years ago, the lesions have gradually reappeared, accompanied with 
the pruritus. They are not relieved by sunlight. 

On examination, the lesions are found to be discrete, oval to irregular, circinate 
and gyrate, from 1 cm. to 20 cm. in diameter, rather sharply demarcated, 
elevated, infiltrated, erythematous and scaly. The lesions on the scalp are 
accompanied with areas of alopecia ranging from the size of a dime to that of a 
half-dollar. The elevated tumified lesions are on the forehead, on the cheeks 
and about the nose and lips. No lymph nodes are palpable. The finger nails are 
normal. There are no lesions on the glans penis. The heart, lungs, abdomen 
and reflexes are normal. The blood pressure- is 100 systolic and 65 diastolic. 

A blood count showed hemoglobin 13.8 Gm., red blood cells 5,050,000, white 
blood cells 7,600, polymorphonuclear leukocytes 79 per cent, lymphocytes 19 
per cent, monocytes 1 per cent and eosinophils 1 per cent. 

Roentgenologic examination of the chest showed no parenchymal infiltration 
or enlarged hilar nodes. 

Examination of the lesions did not reveal fungi. 

Biopsy specimens, taken from the edge of the lesions on the left shoulder 
and above the left eyebrow, were consistent with the diagnosis of mycosis 
fungoides. 

Irradiation at the Vanderbilt Clinic has been of little value in controlling 
the development of the tumors. The patient was absent from the clinic for two 
months but returned with a large fungating, ulcerating tumor, about 5 cm. in 
diameter, on the flexor surface of the left forearm. 


DISCUSSION 
All the members agreed with the diagnosis, and there were no comments. 
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counselor 


HAND CLEANSER 


PEAUTY INC. 


Beauty Counselors’ 
Liquid Hand Cleanser is 
widely used by doctors 
and dentists. 


With Beauty Counselors’ famed Liquid Hand Cleanser, 
wash your hands clean and frequently—without fear of 
irritating the skin! 

This cleanser is a sulphonated oil—not a liquid soap. 
It is neutral—not alkaline. And it softens as it cleanses 
. .. will help to keep your cuticle smooth and your nails 
firm. It leaves no residue on the tissues. Excess washes off 
readily .. . and with it goes the dirt. 

A little of this remarkable cleanser goes a long way—but 
doctors must wash their hands many times a day. So we 
will send you a full 8-ounce bottle at the special price of 
only 25c, including mailing costs. (This size is marketed 
at $1.80, plus taxes.) 

Just wrap 25c in a sheet of stationery bearing your letter- 
head—or fill in the coupon below, tear out this page and 
wrap it around a 25c piece . . . then mail either one to us 
for this revelation in irritation-proof hand cleansing. 


Beauty Counselors, Inc., 17108 Mack Avenue, Grosse Pointe 24, Michigan, Dept. AD 2 


For the enclosed 25¢ send me a regular 8-ounce bottle of your Liquid Hand Cleanser. | understand there is no obligation and 


you will not use my name. 
NAME: DR. 


STREET 


COUNTY 
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Advantages of 
pHisoderm 


1, pHisoderm contains no fatty-acids, alkali, 
color or perfume, approximately 40 per cent 
more surface-active and speedier than soap. 


2. pHisoderm makes an abundant lather in 
hard as well as soft water and under acid, neutral 
or alkaline conditions and at any temperature. It 
is active in cold sea-water. 


3. pHisoderm is non-irritating, non-toxic and 
hypo-allergenic. It is an unusually effective, 
safe, rapid cleanser of the skin, scalp and hair 
of infants and adults. 


We invite requests for samples and literature 


FAIRCHILD BROTHERS AND FOSTER 


New York 13, N. Y. 


70-76 Laight Street 


4. pHisoderm is indicated for use by physician 
as well as patients whose skins do not toler’ 
the use of soap. 


Supplied in 2 oz. and 8 oz. bottles and in 
3 oz. refillable ejector dispensers. 


An oily type is available for those who 
have abnormally dry skin. 


Treadle dispensers of special design are 
required for hospital use and are available. 
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. For the careful woman who shuns chemical depilatories because of its 
possible dangers and offensive odors. 

. the discriminating woman who avoids shaving because she detests “razor 
stubble.” 

. or the cautious woman who is unduly worried that removing unwanted 
hair will make it grow back coarser and heavier. 


Sip Treatments are a PRACTICAL solution 


tolerat Stipe a bland wax-like compound, totally free Si 4 Treatments give freedom from unwanted 
from dangerous and ill-smelling chem- hair from 4 to 6 weeks, varying with indi- 
icals. It is NOT a chemical depilatory. vidual hair growth. It will NOT make 

the hair grow back coarser and heavier. 

Si elps remove hair, safely and swiftly, . 

and in by “Stripping” hair from above and Sip ' Proud and Happy to be the first 
below the skin surface, leaving skin product of its kind to be accepted for 
clean and smooth, without any bristly advertising in publications of the 

» whe hair stubbles. American Medical Association. 


are 


ilable. Stuf Epilating Treatments at the Finer Beauty Salons from Coast to Coast. 


ADVERTISED 


AMERICAN MEDICAL 
ASSOCIATION 
PUBLICATIONS 


MANUFACTURED by Sue 
COSMETIC Division of Gayla Cosmetics, 
EPILATOR : Pittsfield Building, Chicago 3, Illinois 
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Wen worth your current reading 


... and a permanent place in your files! 


FREE ON REQUEST... 
Concerned with the incidence and etiology, 


diagnosis, treatment, and prevention of in- authoritative eens practical oer 
dustrial dermatoses, this booklet will prove - 

a useful addition to your collective material concise and to the point 
on the subject. Written by a competent 

medical authority, and thoroughly detailed 

in each section, this pub- 
lication is presented as 
part of the institutional 
service of M.S.A. Mine Safety Appliances Company 
Braddock, Thomas & Meade Streets 
Pittsburgh 8, Pennsylvania 


Gentlemen: 
You may send to me, without obligation, 
your publication “The Ergasiodermatoses."’ 


MINE SAFETY APPLIANCES COMPANY 
‘BRADDOCK, THOMAS & MEADE STREETS PITTSBURGH 8, PA. 
District Representatives in Principal Cities 


In Canada: MINE SAFETY APPLIANCES COMPANY OF CANADA, LIMITED 


TORONTO, MONTREAL, VANCOUVER, CALGARY, NEW GLASGOW, N. S. 
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Answers To Commonly-Asked 


Questions About Soap 


Q. Is ‘‘Soap and Water” important to complexion beauty? 


A. It’s generally agreed that complexion beauty depends on a clean, smooth 
skin. And dermatologists have long advised regular twice-a-day cleansing 
with a mild soap as beneficial to most complexions. Based on this advice, 
Camay has developed a beauty routine called the Camay Mild-Soap Diet. 


Q. What is the Camay Mild-Soap Diet? 


A. It is a twice-a-day skin cleansing regimen that insures regular, proper 
cleansing with a fine mi/d complexion soap. 


Q. Can you be sure Camay is mild? 


A. Yes! Recent studies, conducted under exact clinical conditions, and 
supervised by competent dermatologists, have demonstrated the gentle 
effectiveness of Camay skin cleansing on the skins of over 100 women. 
Examination showed that the change from former cleansing methods to 
the Camay Mild-Soap Diet resulted in a definite improvement in a very 
high percentage of cases. In the words of the attending dermatologists 
“Camay is really mild... it cleansed without irritation.” 


* * * 


Samples of Camay are available for the physician's personal or office 
use and observation. Address your request to Procter and Gamble, 
Cincinnati, Ohio. 


| 
| 
eS, 
| 
| 
) 
| 
| 
A product of P: d Gambl 
p 


Jupiter’s Headache 


N ever before had JUPITER suffered 
with such a headache. In desperation 

he summoned the gods to Olympus 

and tried the remedies they suggested 
but without relief. Unable longer 

to bear the racking pain, he commanded 
his son VULCAN to cleave his head with 
an axe. Swish! the axe fell and out 

of JUPITER’S head stepped MINERVA, 
goddess of wisdom, fully grown, clad 

in shining armor, and chanting a 

pean of victory. JUPITER, apparently, 
had an IDEA. 


* * 


We, too, about 10 years had an idea for a 
better method of cleaning the skin. CREAM 
OF SOAP* is*that method, and with it, in- 
expert hands can make the skin clean— 
quickly, thoroughly, harmlessly. There is 
no lather to develop. CREAM OF SOAP* 
is already in colloidal solution. It adsorbs 
the surface soil when rubbed on the skin, 
then rinses off completely with cold, hot, 
soft or hard water. CREAM OF SOAP* is 
neutral, has no perceptible chemical action 
on the skin surface, and can be safely used 
even when the skin is sensitive, irritated or 
disturbed. Samples gladly sent on request. 
Personal Luxuries Co., 55 West 16th St., 
New York 11, N. Y. 


For 


clean 


ou HAVE undoubtedly told 

many of your patients that 
a clean scalp is as important as 
clean hands... that a healthy 
scalp has much to do with a 
healthy skin, particularly the 
skin of the face. 

Perhaps you have recom- 
mended the use of Packers Tar 
Soap. Asa gentle, pleasant and 
dependable cleansing agent for 
the scalp and hair, Packers has 
won the approval of many 
dermatologists. 

Packers also offers the ad- 
vantage of economy. Shampoos 
with this famous cake soap 
average less than a penny— 
about one-fourth the cost of 
bottled shampoos. 


PACKERS TAR SOAP, INC. 


MYSTIC, CONNECTICUT 
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In the treatment of PRURITUS ANI and VAGINAE 
and MYCOTIC INFECTIONS 


Unguentum I S O PA R 


(Trade Mark ISO-PAR Reg. U. S. Pat. Office) 


While pruritus may be due to a variety of causes, mycotic, 
secondary infection from scratching, neurosis, hemorrhoids, yet 
Unguentum ISO-PAR with its 


BACTERICIDAL, FUNGICIDAL 


STIMULATING, LOCAL ANESTHETIC, 


effect is curative in a very fair proportion of cases. Unguentum 
ISO-PAR is above average in its effect on MYCOTIC INFEC- 
TIONS of the HANDS and FEET, particularly in old chronic 
cases, and is of definite value in the treatment of ECZEMAS 
of the EAR. 


Unguentum ISO-PAR has as its active ingredient 17% Iso-Par (14 parts Iso-Paraffinic 
Acids, C°-C*, Av. Mol. Wt. 174, modified by 3 parts Mixed Amine Salts, principally 
2-Hydroxy-5-Iso-Octyl-N, N-Dimethyl Benzylamine Salts of Iso-Paraffinic Acids, i. e., 
Iso-Octyl-Hydroxy-Benzyl-Dimethyl-Ammonium-Iso-Paraffinate), held in suspension in a 
base consisting of Cetyl Alcohol, Beeswax, Titanium Dioxide, Lanolin, Petrelatum and 
Essential Oils. 


U. S. Patent No. 2,262,720. 


Available on prescription in half-ounce and one-ounce containers 
and to Physicians and Clinics in four-ounce and one-pound jars. 


Descriptive circular available to physicians on request. 


MEDICAL CHEMICALS, INC. 
406 E. Water Street 
Baltimore 2, Maryland 


| 
i 
i 
| | 
i 
| 
| | 
. 
| | i 
| 
; 
| 
vee 
; 
\ MEDICAL 
} ASSN 
3 


~« * Your Hands Are Your 
Best Instruments 


IVE CREME or SKIN OIL 
Superfatted BASIS SOAPE 


will keep your skin smooth, 


* 


free from seasonal irritation; 


Available at prescription pharmacies 


DUKE LABORATORIES, ING, 


Nivea, Basis Soap, Reg. U. S. Pat. Off. 


Made by the makers of Elastoplast, elastic adhesive for support and compression 


A variety of outlines especially adapted for recording 
wounds, injuries, tumors, physical diagnosis, fractuses. 
Especially useful for teachers, Practitioners, students, 
coroners, medical examiners. Illustrations on g 

quality paper, size 5% by 8%. Lesions may be illus- 
trated in ink or colors. 


Price, per sheet, | cent; 100 sheets, 80 cents; 1,000 sheets, $6.00 
Order by number. Complete catalog on request. 


AMERICAN MEDICAL ASSOCIATION - 535 North Dearborn Street, Chicago 10 


VIOBIN WHEAT GERM 
FOR HIGH PROTEIN, LOW FAT DIETS 


35% - 40% protein of biologic quality mM 


equal to animal protein. 
* Less than one percent fat. Perfectly Stabl. 


* Excellent natural source of the B-Complex. Wr 
VIOBIN CORP., MONTICELLO, 
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Luzier Cosmetics and Allergy 


Women use cosmetics because they have developed a need 
for them: they are essential to modern standards of good- 
grooming and therefore contribute to a sense of well-being. 
Your patient’s appearance, viewed cosmetically, is a factor 
that deserves your consideration both during hospitalization 
and convalescence. Cosmetics cannot lift faces, but they cer- 

tainly perform wonders when it comes to lifting a woman’s spirits. Women 
have an instinctive desire to look pretty and to smell sweet. 


Since cosmetics are so universally used it is not to be wondered that 
they sometimes figure in the field of allergy. That is why when there is a 
history of allergy we suggest that patch tests be made with those of our 
products the subject is using or contemplates using. If they test positive, 
further testing with their constituents is indicated to determine the offending 
agents. These found, we frequently can modify our formulas to suit the 
subject’s requirements. The patch test is generally considered best for 
testing cosmetics because it most closely approximates the conditions under 
which they are normally used. 


While our products are free from so-called common cosmetic allergens, 
such as orris root and rice starch, we feel it should be made clear that 
any of their normally innocuous ingredients might be allergenic to the 
allergic individual. It is our practice to write our patrons a letter to this 
effect when a history of allergy is involved. 


It is our experience that many persons with allergic constitutions 
cannot tolerate scented cosmetics; therefore we routinely recommend and 
select unscented products when there is a history or suspicion of allergy. 
This practice is not to imply or suggest that the subject is sensitized to 
perfume; it is solely to safeguard against the possibility. 


In specific cases of allergy or suspected allergy, when the subject is 
using or contemplates using our products, we are pleased on his request to 
send her doctor the involved raw materials for patch testing, also such 
information concerning our products as may have a bearing on the case. 


Since in the light of present knowledge it is not possible, save in 
specific cases, to make non-allergenic cosmetics, we believe the cosmetic 
requirements of the allergic individual should be considered by her doctor 
in the light of the formulas and general characteristics of the products 
she is using or contemplates using. 


Luzier's, Inc., Makers of Fine Cosmetics & Perfumes 


KANSAS CITY, MISSOURI 
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Originated as a non-irritating, non-lathering 
replacement for soap in various skin disorders, 
Acidolate also successfully solved the problem 
of removing residual ointments, creams and oils from the hair, scalp and glabrous 
skin, because it: 


1. Emulsifies ointments and other fatty materials almost immediately on addition of water, 
Low surface tension brings this concentrated yet bland detergent into intimate contact with 
the superfluous matter and permits deep penetration of skin crevices. 


2. Causes no aggravotion of existing skin lesions. ‘ 

3. Minimizes pain for the patient since harsh scrubbing is replaced by gentle massage. 
4. Prepares the skin for further therapy by also removing secretions and debris. 

5. Conserves time and effort for the patient, nurse and physician. 

6. Rinses off readily with any type of water, warm or cold. 


ACIDOLATE is a sulfated-oil preparation with an extensive background of clinical research. It is 
water miscible, non-abrasive, hypo-allergenic, and has an acidity (pH 6.25) approximating that of 
non-pathologic skin. 


Directions: Pour small amount of Acidolate directly onto area to be cleansed. Effect disper- 
sion by means of gentie massage, using a cotton pledget or gauze pad if desired. Rinse with 
water or physiologic salt solution, preferably warm. Repeat if necessary. 


Supply: 8 oz. and gallon bottles Literature and trial supply on request 
Distributed for NATIONAL OIL PRODUCTS CO. by 
RARE CHEMICALS, INC., Horrison, New Jersey GALEN COMPANY*, Berkeley 2, California 


“Acidolate” Rep. U. S. Pat. Off. *Pacific Coast and Mountain States 
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